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ROCHE 


Nutley,  New  Jersey  07110 


Building  Local  Alliances  for  Rural  Health 

31st  National  Conference  on  Rural  Health 
Regency  Hotel,  Denver,  Colorado 
April  5-7,  1978 


The  Purposes  Are: 

1- To  develop  and  refine  skills  in  utilizing  current  health  re- 
sources. 

2- To  discuss  issues  impacting  on  health  care  delivery  in  rural 

areas. 

3- To  provide  technical  assistance  in  community  organization 
and  problem-solving. 

4- To  provide  continuingeducation  directly  related  to  the  rural 
practitioner. 

The  Means  Are: 

Discussions,  Presentations,  and  Eleven  Skill  Sessions  Dealing 
With: 

Health  Planning-Medical  Technology  in  Rural  Areas 
Politics  of  Rural  Health-Grantsmanship 
Home  Health  Care-Rural  Emergency  Medical  Services 
Practice  Management-Physician  Recruitment 

In  addition,  clinical  courses,  related  directly  to  the  the  rural  prac- 
titioner, will  be  presented.  Developed  by  the  American  Academy  of 
Family  Physicians,  these  will  include  such  topics  as  Diseases,  Plastic 
Closure  of  Facial  Wounds,  and  Emergent  Head  Trauma. 


Registration  Fees  as  Follows:  AMA  members,  state  and  county 
society  staff  and  others-$50;  Non-member  physicians-$80; 
Housestaff-AMA  members-$25;  Housestaff-non-members  $40; 
Medical  students-AMA  members-No  charge  should  space  be 
available;  Medical  students-non-members  $15.  Registration  in- 
cludes 2 Continental  breakfasts,  coffee  breaks,  2 lunches  and 
banquet,  Friday,  April  7. 


Reduction  in  Registration  Fee  Received  Prior  to  March  21,  1978 

For  further  information:  Department  of  Community  Health  Systems, 
American  Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610 
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Neosporiri 

Ointment 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


(Polymyxin  B-Badtradn-Neomydn) 

This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(induding  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
ruiyiiiyj^iii  B enhances  spreading. 


Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylomccus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  (^rolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  C^ntment  (polymyxin  B-badtradn-neomydn). 


Neosporiri 

Ointment 

(Polymyxin  B-Badtracin-Neomydn) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  8 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  i oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  fhan  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chrqnic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Otofoxicjty  and  nephrotoxicity 
have  been  reported  (see  Viferning  section). 

(krmplete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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Our  COVER:  Colorado  Springs  one  hundred  years  ago  was 
more  like  Little  Labrador  than  Little  London,  as  it  was  to  become 
known.  Mr.  Gumsey  turned  his  camera  on  downtown  Colorado 
Springs  in  the  1870’s  to  achieve  this  memorable  view  of  a town 
trying  to  come  into  being.  The  view  from  Pike’s  Peak  Avenue  to 
the  mountains  has  a different  foreground,  but  the  mountains 
remain  constantly  magnificent.  Credit:  Library,  The  State  His- 
torical Society  of  Colorado. 
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Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy.- Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


cessively or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of  fe 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness,  s? 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  fu 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  8 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diuresis  Hf 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy,  o t([ 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or  i Idi 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e.g.,  increase'  'Ci 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  tt; 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con-  ■ Cei 
tent.  Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in  's 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in  i 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instances  ‘tcl 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap-  '</tf 
propriate  replacement  is  the  therapy  of  choice.  liji 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  lO) 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased,  k 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become  iS( 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine.  k 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post-  L' 

sympathectomy  patients.  May  decrease  arterial  responsiveness  to  kli 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective-  M 
ness  of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im-  Hj 


Dairment  becomes  evident,  consider  withholding  or  discontinuing 
Jiuretic  therapy.  Thiazides  may  decrease  serum  PBI  levels  without 
jigns  of  thyroid  disturbance.  Calcium  excretion  is  decreased  by 
hiazides.  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
calcemia and  hypophosphatemia  have  been  observed  in  a few  patients 
:)n  prolonged  therapy;  thiazides  should  be  discontinued  before  testing 
or  parathyroid  function. 

Adverse  Reactions:  Gastrointestinal  System— Anorexia:  gastric  ir- 
litation;  nausea;  vomiting;  cramping;  diarrhea;  constipation;  jaundice 
intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache; 
:anthopsia. 

■femato/og/c— Leukopenia;  agranulocytosis;  thrombocytopenia; 

iplastic  anemia. 

Cardiovascular— Orthostatic  hypotension  (may  be  aggravated  by 
ilcohol,  barbiturates,  or  narcotics). 

-fypeAsens/l/V/fy— Purpura;  photosensitivity;  rash;  urticaria;  necrotizing 
ingiitis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
icluding  pneumonitis;  anaphylactic  reactions. 

Dfher— Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm; 
veakness;  restlessness;  transient  blurred  vision. 

! Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
■ ;hould  be  reduced  or  therapy  withdrawn. 

' 'lote:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
ions  for  changes  in  blood  pressure  must  be  made,  especially  during 
nitial  therapy.  Dosage  of  other  antihypertensive  agents  must  be 


reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen.  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100;  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  Information.  Merck  Sharp  & Dohme, 

Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486  IVISD 

J6H  004(528) 


In  hypertension 

TABLETS:  25  mg,  50  mg,  and  100  mg 

HydroDIURIi: 

(HYDROCHUOROTHlAZIDElMSD) 


MILITANTS  VEXED  AT  PRIVACY 


Wanted  Movies  of  Ceremony, 
5 f ^ ^ Factions  Are 

A UP-.  2^5, 


WASHINGTON, MarchlO, 
1971— The  Senate  a^preve'^ 
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VITH  PLEA  TO  TRANSLA 
CHARTER  INTO  DEEDS 

'NEW  WED  HOPE 


"If  we  fail  to  use  it,"  lie  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

- "If  we  seek  to  use.it  selfishly— for 
t^fe  advantage  of  any  one  nation  ot 
any:*  amaH  ■ group  - of  nations— w« 
s^ail  ba.^^ually  guilty  of  that  be*. 

'r-.'  ' 

. . Pervert  iBterjxdatic^ 

The  President*,  speaking  in  the 
auditoriuht  of  the  War  Mesnonal 
Opera  House,  built  in  memory  of 
sops  of  the  Golden  Gate  city  who 
ticir  lives  in  first  World* 
ja:-which  he  hfaself  adrved, 


President  Hails  'Great 
Instrumenlof  Peacej’ 


Tahs  today,  and  after  re- 
lleiving  a report  from  the 


^cretary  off  the  Army  that 
fee  foresees  no  need  for 
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Social  Security  Bill  Is  Signed; 
Gives  Pensions  to  Aged,  Job 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30,0 
PersonsWhen  States  Adopt  Cooperating Laws-He 
the  Measure  Vornerstone^ofHis  Economic  Progn 


18-YEAR  OLDVOTE 
INALLlECTlONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug.  J 
The  Social  Security  Bill,  ] 
a broad  program  of  unem 
insurance  and  old  age 
and  counted  upon  to  ben 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pr 
those  chiefly  responsible 
ting  it  througli  m ' 

Mr.  jevelt  ca! 

“the  c erstone 
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BiTIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

FYoblems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 


BMk 

THE  PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 
1155  FIFTEENTH  ST.  N,  W,  WASHINGTON,  D C 20005 


THE 

BOOK  CORNER 


New  hooks  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  perntits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society 
Library. 


RECENT  AQUISITIONS 

BREAST  CANCER  MANAGEMENT;  EARLY  AND  LATE;  Basil  A. 
Stoll,  ed.  Chicago,  Year  Book,  1977.  2,77  p.  $17.95. 

CARDIAC  ARRHYTHMIAS:  Noble  O.  Fowler,  ed.  2nd  ed.  New  York, 
Harper  & Row,  1977.  2,76  p.  $14.95. 

COLORADO  AIRMAIL;  Nolie  Mumey.  Denver.  Range  Press,  1977.  179 
p.  Gilt. 

COMPLICATIONS  OK  GA,STRIC  SCRGERY:  David  Fromm  New 
York,  Wiley,  1977.  16.7  p.  $16.50. 

DISEASES  OK  THE  GALLBLADDER;  l,eslie  J.  Schoenfield.  New  York, 
Wiley,  1977.  .762  p.  $17.50. 

INKECTIOUS  DISEASES:  Paul  D.  Hoeprich.  2nd  ed.  New  York,  HarpenS; 
Row,  1977.  I25X  p.  $60.00. 

INTRODUCTION  TO  ANESTHESIA:  Robert  D.  Dripps.  5th  ed.  Philadel- 
phia, Saunders,  1977.  557  p.  $14.00. 

Continuing  Growth 
means 

Continuing  Opportunities 


for  physicians  to  join 
multi-specialty  group  practice 
in  Salt  Lake  City 


Contact  Darlene  Gladden 
Telephone:  (801)  355-1234 


PMP 


FAMILY 

HEALTH 

PROGRAM 

OF 


UTAH 


323  South  600  East,  Salt  Lake  City,  Utah  84102 


NIGHT  LIFE:  Rosalind  Cartwright.  Englewood  Clit't's,  New  Jersey, 
Prentice-Hall,  1977.  148  p.  $2.95. 

NOVAK’S  GYNECOLOGIC  AND  OBSTETRIC  PATHOLOGY:  Ed- 
mund Novak.  7th  ed.  Philadelphia,  Saunders,  1974.  752  p.  $28.25. 
PEDIATRICS:  Abraham  M.  Rudolph  and  others,  ed.  I6th  ed.  New  York, 
Appleton-Century,  1977.  2198  p.  $38.95. 

QUALITY  CONTROL  IN  NUCLEAR  MEDICINE:  Buck  A.  Rhoades,  ed. 
St.  Louis,  Mosby,  1977.  508  p.  $39.50. 

RADIOLOGY  AND  INJURY  IN  SPORT:  Jack  W.  Bowerman.  New  York, 
Appleton,  Century,  1977.  330  p. 

SPINAL  DEFORMITIES:  Robert  Roaf.  Philadelphia,  Lippincott,  1977. 
256  p.  $27.00. 

SPINAL  DISORDERS:  Daniel  Ruge  and  Leon  L.  Wiltse.  Philadelphia,  Lea 
& Febiger,  1977.  444  p. 

SYMPOSIUM  ON  RETINAL  DISEASES:  Symposium  on  Retinal  Dis- 
eases, New  Orleans,  1976.  St.  Louis,  Mosby,  1977.  354  p.  $37.50. 
TE.XTBOOK  OF  OTOLARYNGOLOGY:  David  D.  DeWeese.  5th  ed.  St. 


Louis,  Mosby,  1977.  516  p.  $18.50. 

VASCULAR  SURGERY:  Robert  B.  Rutherford,  ed.  Philadelphia,  Saun- 
ders, 1977.  1401  p.  $55.00. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difhcult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  ISOS. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • tSth  and  Champa  • 825-0229 
Denver,  Colorado  80202 


The  Sunday  Symposium  on  Alcoholism 

8:00  am-5:00  pm 

March  12,  1978 
Cosmopolitan  Hotel,  Denver 
Registration  Fee:  $15,  includes  lunch 

Sponsored  by: 

National  Council  on  Alcoholism,  Mile  High  Area 
Colorado  Academy  of  Family  Physicians 
Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of  Medicine 

Credit; 

6 Hours,  AMA,  Category  1 ; 6 prescribed  hours  AAFP 

Conducted  by: 

Lester  Beilwood,  ThD,  PhD;  Luther  Cloud,  MD; 
Ralph  G.  Ratcliff,  MD;  Frank  A.  Seixas,  MD; 
Maxwell  Wiseman,  MD 

Co-sponsored  by  CareUnit,  Mercy  Medical  Center 
and  Ayerst  Laboratories 

For  information  contact:  NCA, 

2727  Bryant  Street,  #510 

Denver  Colorado  8021 1 
(303)  455-4168 
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Rocky  Mountain  Medical  Journal 


PICK  UP  THIS  CHIP. 


1 


IT  WILL  TELL  YOU 
WHERE  YOUR  MONEY  IS. 


i 


You’re  in  a complicated  business, 
getting  more  complicated  every  day. 
We  have  a way  to  simplify  it  all . . . 

I 

The  EE5  IB  — the  computer  built 
for  doctors. 


' A simple  tool,  the  EE5  IB  is  de- 
! ‘ signed  to  streamline  the  business  end 
L of  your  practice ...  to  create  a smooth, 
1 efficient  office  routine ...  to  contribute 
t to  a calm,  professional  atmosphere, 
^ and,  to  let  you  deal  with  patient  busi- 
^ ness  with  maximum  effectiveness 
and  minimum  error  so  your  practice 
I becomes  more  profitable. 


And,  the  EE5  IB  is  simple  to  oper- 
ate. It  slips  neatly  into  your  office  and 
is  easily  mastered  by  your  staff  with 
little  training.  Leaving  them  more 
time  to  help  you  provide  your  pa- 
tients with  the  finest  in  medical  care. 

The  EE5  IB  offers  uncompromising 
quality,  accuracy  and  reliability  com- 
bined, of  course,  with  our  ongoing 
support  and  service. 

Your  own  computer  — at  one  third 
the  cost  of  comparable  systems.  De- 
signed without  the  hassles  of  com- 
plex, multi-purpose  business  com- 
puters. But,  with  all  the  capabilities 
you  need  to  make  the  task  of  operat- 
ing a medical  practice  simpler,  more 
efficient,  economical  and  human. 


The  Computer  Built  for 
Doctors  . . . 

The  BEE  IB  is  a simple  tool  that 
helps  you  control  all  aspects  of  your 
patient  business.  On  the  spot. 

In  the  time  a heart  beats,  the 
BEE  IB  begins  to  track  down  your 
overdue  accounts.  Who  owes  and 
how  much.  What  their  insurance 
pays  and  what  it  doesn't.  Their  pay- 
ment record  and  much  more. 

The  BEE  IB  has  plenty  of  other 
features  that  make  your  financial  life 
simpler.  It  fills  out  insurance  forms 
completely,  accurately,  automatically. 

It  gives  you  lucid,  easy-to-read  man- 
agement analyses  whenever  you 
need  them  for  a clear  overview  of 
your  business  operation. 

Moment  by  moment,  month  by 
month,  the  information  you  need  is 
there  when  you  need  it.  Without  wait- 
ing to  receive  a questionable  heap  of 
paper  at  the  end  of  the  month.  And, 
without  putting  your  business  in 
someone  else’s  hands.  The  BEE  IB 
takes  care  of  business,  whenever 
you  have  business  to  take  care  of. 


. . . And  for  Their  Staff. 


The  BEE  IB  slashes  red  tape  and 
paperwork.  When  a patient  calls,  you 
have  his  complete  account  informa- 
tion at  your  fingertips.  Gone  are 
bulky  files  and  hassles  with  endless 
insurance  forms.  The  BEE  IB  is  a 
memory  aid  and  a high-speed  cal- 
culator. It’s  also  a flexible,  efficient 
organizer  that  lets  you  set  up  a com- 
fortable office  routine. 

You  become  more  important  be- 
cause the  BEE  IB  depends  on  your 
skill  to  make  it  work.  And,  you  don’t 
have  to  be  a computer  expert.  You’ll 
be  surprised  at  how  easy  it  is  to 
operate. 

The  BEE  IB  lets  you  work  quickly 
and  concisely,  eliminating  errors  that 
cause  backlogs.  For  example,  if  you 
punch  in  the  wrong  information,  it  will 
let  you  know  and  ask  you  to  correct 
it.  It  saves  you  time  so  you  can  better 
support  the  doctor  and  his  patients, 
in  a relaxed,  reassuring  atmosphere. 

The  BEE  1B  helps  you  help  your 
doctor. 


i 


A tiny  chip  is  the  heart  of 
BEE  IB.  It  gives  you  exactly  w 
you  need  for  on  the  spot  con 
and  efficiency.  And  eliminates 
complex  extras  you  don’t  need. 

This  simolicity  saves  you  moi 
. . . The  BEE  IB  is  one  third 
price  of  comparable  systems. 


FOR  MORE  INFORMATION  CALL  OR  WRITE  GILBERT  FIGUEROA,  VICE  PRESIDENT 


DIAMOND  MICROSYSTEMS.  INC. 

Diamond  Hill,  Denver.  Colorado  80211 
(303)  458-8497 
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Prepared  by  Jonathan  A brams,  MD,  A Ibuquerque,  New  Mexico  * 


S/p  ACUTE  INFERIOR  M.I.  PRESENTED  IN  SHOCK 


The  patient  is  a 54-year  old  man  who  pre-  What  is  the  rhythm? 

sented  with  several  hours  of  severe  anterior 

chest  pain.  His  electrocardiogram  revealed  an  WTiat  is  the  treatment? 

acute  inferior  wall  myocardial  infarction.  His 

blood  pressure  was  70/40  and  his  heart  rate  33  What  is  the  prognosis? 

beats  per  minute. 

See  Page  50 

Dr,  Abrams  is  Chief.  Division  of  Cardiology,  and  an  Associate  Professor  of  Medicine,  University  of  New 
Mexico  School  of  Medicine,  Albuquerque. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

presents  four  comprehensive  multidisciplinary  courses 


THERAPY:  PRINCIPLES  AND  AT  STANFORD  UNIVERSITY 

USE  OF  DRUGS  January  23-27, 1978 

The  objective  of  this  five-day  course  is  to  familiarize  physicians,  and  others  involved  in  clinical  pharmacology,  with  the  concepts  of 
modern  drug  use.  The  program  includes  an  in-depth  review  of  the  basic  principles  and  the  practical  aspects  of  drug  action.  The  course 
is  intended  to  assist  physicians  in  their  daily  clinical  work.  Tuition  fee  is  $265  payable  upon  enrollment,  and  advance  registration  is 
required. 

Morning  lectures  will  review  important  principles  of  chemistry  and  biochemistry  and  will  deal  with  molecular  mechanisms  of  drug 
actions;  routes  of  administration;  drug  distribution,  elimination,  and  time  course  of  drug  action;  cyclic  AMP  and  drugs;  toxicity, 
tolerance  and  physical  dependence;  teratogenesis;  mechanisms  of  antibiotic  resistance;  drug  interactions;  the  F.D.A.  and  drug 
development  in  the  United  States.  Afternoon  informal  seminars  will  deal  with  topics  pertinent  to  pharmacology  and  review  in  detail 
new  developments  in  rapidly  changing  fields. 


BASIC  SCIENCE  at  Stanford  university 

FOR  CLINICIANS  February  27-march  3,  i978 

This  five-day  multidisciplinary  course  is  a concise  but  comprehensive  review  of  basic  medical  science  designed  to  meet  the  needs  of 
those  clinicians  who  wish  to  expand  their  knowledge  of  molecular  biology.  Early  registration  is  advised  as  attendance  is  limited. 
Tuition  fee  of  $265  is  payable  upon  application  for  enrollment. 

General  lectures  will  cover  a review  of  chemistry  and  physics  for  clinicians,  chemical  bonds  of  biological  importance,  subatomic 
particles,  correlation  of  cell  structure  and  function,  the  structure  and  function  of  proteins,  sugars  and  lipids,  the  structure  of  nucieic 
acids,  DNA  synthesis,  expression  and  organization  of  genetic  information,  regulation  of  gene  expression,  gene  manipulation, 
carbohydrate  and  fat  metabolism,  bioenergetics,  molecular  aspects  of  visual  excitation,  the  organization  and  function  of  the  brain, 
exploration  of  Mars. 

Elective  sessions  will  include  the  evolution  of  proteins,  the  discovery  of  particles  with  charm,  bacterial  antibiotic  resistance,  salt  and 
water,  dysoxia,  association  between  HL-A  and  various  disease  states,  nutrition,  prostaglandins,  atherosclerosis,  mechanisms  of 
immunity,  genetics:  problems  and  opportunities,  clinical  aspects  of  nutrition,  human  evolution. 

A faculty  of  19  Stanford  University  biomedical  scientists,  including  four  Nobel  Laureates,  will  take  part  in  the  program. 


Management  of  the  Surgical  Patient 
April  29-May  6,  1978,  at  Mauna  Kea  Beach 
Hotel,  Kamuela,  Hawaii 

Designed  for  all  physicians — both  surgeons  and  nonsur- 
geons— who  participate  in  the  care  of  surgical  patients,  this 
course  deals  with  the  practical  aspects  of  management  of  a 
variety  of  surgical  problems.  An  alternate  series  of  concurrent 
sessions  will  review  the  fundamental  concepts  of  molecular 
biology  and  applied  anatomy,  and  offer  various  clinical  elec- 
tives and  case  discussions. 

Tuition  fee  is  $275,  payable  with  a $1 25  room  deposit  to  Stan- 


Cancer 

March  27-31,  1978,  at  Stanford 

The  present  knowledge  of  the  pathogenesis  of  cancer  and 
clinical  aspects  of  diagnosis,  classification,  staging,  and  man- 
agement of  malignant  disorders  will  be  reviewed  in  this  course, 
which  is  intended  for  all  physicians  and  surgeons  who  deal  with 
problems  related  to  neoplastic  disease.  Tuition:  $265. 


ford  upon  application  for  enrollment.  Acceptance  of  enrollment 
assures  firm  hotel  reservations  with  choice  of  type  of  room  at 
prevailing  Mauna  Kea  rates.  Early  application  is  advised. 


The  Postgraduate  Medical  Education  program  at  Stanford  University  School  of  Medicine  is  fully  accredited  by  the 
Council  on  Medical  Education  of  the  American  Medical  Association  and  approved  for  Category  I Credit  toward  the 
California  Medical  Association's  Certificate  in  Continuing  Education.  Application  has  been  made  lor  AAFP  credit. 
Attendance  certificates  are  provided. 


EARLY  APPLICATION  IS  ADVISED  — USE  COUPON  BELOW 


Clip  and  mall  to 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  TA  145,  Stanford  California  / Telephone  (415)  497-5594 


ENROLL  ME  IN  Therapy  ($265  enclosed); Basic  Science  ($265  enclosed); 

Cancer  ($265  enclosed); Hawaii  Course  ($400  enclosed) 

SEND  BROCHURES  ON Therapy; Basic  Science;  Cancer; Hawaii  Course 

NAME Specialty 


Last  First  (please  print) 

ADDRESS  

ZIP Daytime  Phone 


6TH  ANNUAL  TAOS  LUNG  DISEASE  SYMPOSIUM 
Holiday  Inn,  Taos,  New  Mexico 

February  3-5,  1978 

Contact:  New  Mexico  Thoracic  Society,  216  Truman,  NE, 
Albuquerque,  New  Mexico,  87108 

Arizona  Society  of  Pathologists 

SPRING  SYMPOSIUM-GYNECOLOGIC  ONCOLOGY  AND 

SLIDE  SEMINAR 

Marriott  Hotel,  Tucson,  Arizona 

February  4-5,  1978 


NEW  APPROACHES  TO  CLINICAL  PROBLEMS  IN  INTER- 
NAL MEDICINE 

The  Aspen  Institute  of  Humanistic  Studies,  Aspen,  Col- 
orado 

March  19-24,  1978 

Credit:  Approved  for  23  hours  of  AMA  Category  1.  AAFP 
Credit  applied  for. 


POISONING— Clinical  Toxicology,  Staff  Development  and 
Emergency  Medical  Services 

Denison  Auditorium,  University  of  Colorado  Medical 
Center,  Denver,  Colorado 

March  20-24,  1978 

Credit:  Approved  for  AMA  Category  1.  AAFP  and  ACEP 
credit  applied  for. 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 


Beth  Israel  Hospital 


Contact:  Executive  Secretary,  Arizona  Society  of 
Pathologists,  810  West  Bethany  Home  Road,  Phoenix, 
Arizona  85013 

Credit:  Approved  for  7 hours  Category  1 . 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

PEDIATRIC  AND  NEWBORN  RADIOLOGY  SEMINAR 
The  Given  Institute  of  Pathoblology,  Aspen,  Colorado 

February  5-10,  1978 

Credit;  Approved  for  20  hours  AMA  Category  1 

* * * 


VAIL  FAMILY  PRACTICE  CONFERENCE 
THE  MARK  at  Llonshead,  Vail,  Colorado 

Februai^  11-18, 1978 

Credit:  20  hours  Category  1. 20  hours  AAFP. 


OB/GYN  VAIL 

THE  MARK  at  Llonshead,  Vail,  Colorado 
Februa^  18-25, 1978 

Credit:  25  Cognates  by  ACOG.  22  Hours  Category  1 . 22 
Elective  Hours  AAFP. 


FOURTH  ANNUAL  WINTER  SKIN  SEMINAR  8TH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE 

The  Given  Institute  of  Pathoblology,  Aspen,  Colorado  Aspen  Institute  for  Humanistic  Studies,  Aspen,  Colorado 


February  12-17,  1978 

Credit:  Approved  for  AMA  Category  1 , prescribed  credit  for 
AAD 


February  26-March  3, 1978 

Credit:  25  Credit  Hours  Category  1 . 


* 


* 


RHEUMATOLOGY 

The  Given  Institute  of  Pathoblology,  Aspen,  Colorado 

February  20-24,  1978 

Credit:  Approved  for  AMA  Category  1 


Sft  ♦ 


THE  EVALUATION  AND  TREATMENT  OF  DISORDERS  OF 
SEXUAL  DEVELOPMENT 

The  Given  Institute  of  Pathoblology,  Aspen,  Colorado 
March  5-10,  1978 

Credit:  Approved  for  AMA  Category  1 . 

*** 


ALLERGY 

A Postgraduate  Medical  Education  Course 


STANFORD  UNIVERSITY 
SCHOOL  OF  MEDICINE 
DIVISION  OF  IMMUNOLOGY 
February  3 and  4,  1978 


The  program  is  designed  for  nonallergists  who  care  for  pa- 
tients with  allergic  problems-pediatricians,  general  and  fam- 
ily practitioners,  internists,  ear,  nose  and  throat  specialists, 
dermatologists,  and  emergency  room  physicians-and  should 
provide  the  practicing  physician  with  a rational  approach  to 
the  diagnosis  and  management  of  allergic  disorders. 


Tuition — $80;  advance  registration  is  requested. 

Course  is  fully  accredited  by  AMA  and  CMA  for  9 hours 
Category  I;  AAFP  approval  requested. 

For  registration,  brochure,  or  information: 

Office  of  Postgraduate  Medical  Education,  Room  TA-14S 

Stanford  University  Schooi  of  Medicine 

Stanford,  California  94305  Teiephone:  (415)  497-5594 
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VAIL  PSYCHIATRY  CONFERENCE 
Kiandra-Talisman  Lodge,  Vail,  Colorado 


CLINICAL  ONCOLOGY  FOR  THE  GENERAL  INTERNIST 
Tamaron,  Durango,  Colorado 


March  4-11,  1978 

Credit:  20  Hours  Category  1 . 


February  28-March  2,  1978 

Credit:  18  hours  Category  1 CME 

Contact:  Registrar,  American  College  of  Physicians,  P.O.  Box 
7777  R0510,  Philadelphia,  Pennsylvania,  19175 


VAIL  CANCER  CONFERENCE 
Lion  Square  Lodge,  Vail,  Colorado 

March  4-11,  1978 

Credit:  20  Hours  Category  1 . 


VAIL  GENERAL  SURGERY  CONFERENCE 
THE  MARK  at  Lionshead,  Vail,  Colorado 


American  Urological  Association 

NEUROGENIC  BLADDER  DYSFUNCTION 
Marriott  Hotel,  Denver,  Colorado 

March  2-4,  1977 

Credit:  Approximately  16  hours  Category  1. 

Contact:  F.  Brantley  Scott,  MD,  Professor  of  Urology,  Baylor 
College  of  Medicine,  Houston,  Texas. 


March  11-18,  1978 

Credit:  20  Hours  Category  1.  20  Elective  Hours  by  AAFP. 
* * * 

VAIL  UROLOGY  CONFERENCE 
Lion  Square  Lodge,  Vail,  Colorado 

March  18-25,  1978 

Credit:  20  Hours  Category  1.  20  Elective  Hours  AAFP. 

VAIL  INTERNAL  MEDICINE  CONFERENCE 
THE  MARK  at  Lionshead,  Vail,  Colorado 

March  18-25,  1978 

Credit:  20  Hours  Category  1.  20  Elective  hours  AAFP. 


University  of  Utah  College  of  Medicine 

23RD  ANNUAL  POSTGRADUATE  COURSE  IN  ANES- 
THESIOLOGY 

Hotel  Utah  Convention  Center,  Salt  Lake  City,  Utah 
February  17-21,  1978 

Contact:  Carol  Breznick,  Anesthesiology  Department,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake  City,  Utah  841 32. 


American  Academy  of  Allergy 
34TH  ANNUAL  MEETING 

Phoenix  Civic  Plaza  Convention  Center,  Phoenix,  Arizona 
February  25-March  1,  1978 

Contact:  Ted  Klein  & Co.,  118  E.  61st  St.,  New  York  City, 
New  York  10021 . 


American  College  of  Physicians 

4TH  STANFORD— PALO  ALTO  MEDICAL  RESEARCH 
FOUNDATION  WINTER  COURSE  IN  INFECTIOUS  DIS- 
EASES 

Sun  Valley,  Idaho 
Feb.  27- March  3,  1978 


American  College  of  Radiology 

1 7TH  NATIONAL  CONFERENCE  ON  THE  DETECTION  AND 
TREATMENT  OF  BREAST  CANCER 
San  Francisco,  California 

March  5-9,  1978 

Contact:  Breast  Cancer  Conference,  ACR,  6900  Wisconsin 
Avenue,  Chevy  Chase,  Maryland,  20015. 

Credit:  29  hours  Category  1.  Approved  by  American  College 
of  Obstetricians  and  Gynecologists  for  18  Cognates  plus  2 
Cognates  for  each  workshop. 


Announcing  the 

41st  Annual  New  Orleans 
Medical  Assembly 

March  31  - April  4,  1978 
The  Fairmont  — New  Orleans 

THE  HIGH  RISK  PATIENT 

Accreditation:  AMA  Category  I,  Physicians’  Recognition 
Award,  American  Academy  of  Family  Practice,  Ameri- 
can College  of  Emergency  Medicine,  Category  I. 
Adolph  A.  Flores,  Jr,,  M.D.,  President:  Oliver  H.  Da- 
bezies,  Jr.,  M.D..  F.A.C.S..  Director  of  Program. 

Registration  Fee:  $200  non-member  physicians;  $100 
military;  $100  registered  nurses:  Complimentary:  stu- 
dents, residents,  interns  and  Fellows. 

Write  or  Phone:  New  Orleans  Graduate  Medical  Assem- 
bly, Room  1538,  Tulane  Medical  Center,  1430  Tulane 
Ave.,  New  Orleans.  LA  70112.  Call  (504)  525- 
9930. 

• Presidential  Reception  • Exhibitors'  Champagne  Re- 
ception • Mississippi  River  Cruise  aboard  SS  Natchez  • 
Superdome  Tour,  luncheon  & fashion  show  for  wives  & 
guests. 

Spring  Fiesta,  March  31,  1978.  “A  Night  in  Old  New  Or- 
leans". Jackson  Square. 
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Lovelace-Bataan  Medical  Center — New  Mexico 
Affiliate  of  the  American  Diabetes  Association 
NEW  MEXICO  METABOLISM  SYMPOSIUM 

March  9-11, 1978 
Taos,  New  Mexico 

Contact:  Office  of  Medical  Education,  Lovelace  Foundation 
for  Medical  Education  and  Research,  5200  Gibson  Blvd.,  SE, 
Albuquerque,  New  Mexico,  87108. 

Credit:  AAFP  approval  applied  for.  Category  1 AMA:  Physi- 
cian’s Recognition  Award. 


New  Mexico  Society  of  Family  Physicians 

PURGATORY  COLORADO  MEDICAL  SKI  SYMPOSIUM 
Ramada  Inn,  Durango,  Colorado 

March  10-11,  1978 

Credit:  4 hours  CME 


Health  Maintenance  Associates,  Ltd. 

2ND  ANNUAL  SEMINAR:  CURRENT  CONCEPTS  OF 
HYPERTENSION 

Scottsdale  REGISTRY  Resort,  Scottsdale,  Arizona 
March  11-12,  1978 

Contact:  L.A.  Olsen,  MD,  Health  Maintenance  Associates, 
4747  N.  22nd  St.,  Phoenix,  Arizona  85016. 

Credit:  10  Hours  Approved. 


American  Diabetes  Association 

COLORADO  DIABETES  INSTITUTE 
Aspen  Meadows,  Aspen,  Colorado 

March  12-16,  1978 

Contact:  Colorado  Diabetes  Institute,  c/o  Aspen  Ski  Tours, 
do  The  Travel  Agent,  Box  320,  Aspen,  Colorado  81611,  Attn: 
Joan  Eldsmo. 

Credit:  Credit  applied  for  Physicians  Recognition  Award, 
Category  1 . 


American  College  of  Surgeons 

CARE  OF  THE  CRITICALLY  ILL  AND  INJURED 

Brown  Palace  Hotel,  Denver,  Colorado 

March  20-22,  1978 

Contact:  John  A.  Boswick,  Jr.,  MD,  Mail  Container  C-309, 
University  of  Colorado  Medical  Center,  4200  East  9th  Avenue, 
Denver,  Colorado  80209. 

Credit:  CME  Category  1 credit  applied  for. 


Pan-Pacific  Surgical  Associaion 
FOURTEENTH  CONGRESS 


Hilton  Hawaiian  Village  Hotel,  Honolulu,  Hawaii 
April  3-7,  1978 

Contact:  Cesar  B.  deJesus,  MD,  Pan-Pacific  Surgical  Associa- 
tion, 236  Alexander  Young  Building,  1077  Bishop  Street,  Hon- 
olulu, Hawaii  96813 


University  of  Arizona  College  of  Medicine 

GERIATRIC  POW-WOW 
Arizona  Inn,  Tucson,  Arizona 

April  7-9, 1978 

Contact:  Office  of  Continuing  Medical  Education,  Attn: 
Katharine  Blosch,  University  of  Arizona  College  of  Medicine, 
Arizona  Health  Sciences  Center,  Tucson,  Arizona  85724. 
Credit:  16  hours  Category  1. 


Montana  Medical  Association 

31  ST  Interim  Meeting 
Colonial  Inn,  Helena,  Montana 

April  7-8, 1978. 


The  National  Asthma  Center 

ADVANCES  IN  ASTHMA,  ALLERGY  AND  OCCUPATIONAL 
DISEASES 

Keystone  Village,  Colorado 
April  10-14,  1978 

Credit:  24  hours  Category  1 AMA;  24  prescribed  hours  AAFP 
Contact:  Hyman  Chai,  MD,  The  National  Asthma  Center, 
Denver  Colorado  80204,  or  Call:  (203)  458-1999 


THE  MENNINGER  FOUNDATION 


Continuing 

Education 

Workshops 

Physicians  and  Their  Families:  Estes 

Park,  Colorado.  June  18  - 23,  1978  and 
August  13  - 18,  1978.  The  workshop  will 
focus  on  how  a doctor’s  work  affects  family 
life. 

Psychopharmacotherapy  Update:  Fea- 
turing Frank  Ayd,  M.D.  and  Frederick  K. 
Goodwin,  M.D.  as  invited  leaders.  Topeka, 
Kansas.  March  3 - 4,  1978. 

Learning  Disabilities:  Topeka,  Kansas. 
April  13  - 14,  1978.  Lawrence  Bradford, 
Ph.D.  is  workshop  leader. 

CME  credit  available. 

For  further  information  contact:  June 
Housholder,  Division  of  Continuing  Educa- 
tion, The  Menninger  Foundation,  P.O.  Box 
829,  Topeka,  Kansas  66601.  913/234-9566, 
ext.  3685. 
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Stanford  University  School  of  Medicine 

Office  of  Postgraduate  Medical  Education 


announces  a multidisciplinary  course  on 


CANCER 

MARCH  27-31.  1978 
at  Stanford  University 


A five-day  multidisciplinary  symposium  on  “Cancer”  will 
be  presented  for  physicians  and  surgeons  who  deal  with 
problems  related  to  neoplastic  disorders.  Lectures,  case 
presentations,  and  informal  seminars  will  provide  each 
registrant  with  an  opportunity  to  assess  his  present  knowl- 
edge and  practice  and  to  acquire  new  information  and 
skills  of  clinical  pertinence.  General  lectures  will  cover: 

Molecular  Biology  of  Cancer 

Carcinogenesis 

Cell  Cycles  and  Cytokinetics 

Ultrasound 

Scintigraphy 

Body  Scanning — Computerized  Axial  Tomography 
Staging 

Principles  of  Radiation  Therapy 
Principles  of  Chemotherapy 
Specific  Chemotherapeutic  Agents 
Adjuvant  Chemotherapy 
Endocrine  Therapy  and  Ablative  Procedures 
Tumor  Immunology 
Management  of  Infection 
Use  of  Blood  Components 
Hodgkins  and  the  Other  Lymphomas 
Diagnosis  and  Classification 
Staging  Procedures 
Radiation  Therapy  and  Chemotherapy 
Breast 

Diagnosis  and  Staging 
Surgery  and  Radiation  Therapy 
Medical  Management 
Skin  Cancer 

Ovarian  and  Uterine  Cancer 

Bronchogenic  Carcinoma — Medical  Management 

Concurrent  elective  afternoon  sessions  will  include: 

Hematology:  AML,  ALL,  CML,  CLL,  and 
Plasma  Cell  Neoplasms 
Head  and  Neck:  Primary  Sites — Surgery, 

Radiotherapy,  and  Chemotherapy;  Thyroid 

Faculty  for  the  course  will  consist  of  30  members  of  the 
Stanford  University  Faculty. 

The  Postgraduate  Medical  Education  Program  of  Stanford 
University  School  of  Medicine  is  fully  accredited  by  the 
AMA  and  CMA  continuing  education  programs,  with  this 
course  being  acceptable  for  up  to  26V2  hours  of  Category  I 
credit.  Application  has  been  made  for  approval  by  the 
American  Academy  of  Family  Physicians. 

Tuition:  $265.  Registration  is  required  no  later  than  Mar.  24. 
For  registration,  brochure,  or  further  information  address: 

Office  of  Postgraduate  Medical  Education 
Room  TA-145 

Stanford  University  Medical  Center 
Stanford,  California  94305 
Phone  (415)  497-5594 
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DESCRIPTION  Each  tablet  of  PERC0CET®-5  con- 
tains 5mg  oxycodone  hydrochloride  (WARNING: 
May  be  habit  forming),  325mg  acetaminophen 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET®-5.  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and^r  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics. general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERC0CET®-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  Injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture, 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness, dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics.  PERC0CET®-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET®-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DBA  Order  Form  Required. 
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FOR  MODERATE  TO  MODERATELY  SEVERE  PAIN 


Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia aspirin  free 


Tablets 


is*  each  scored  tablet  contains  5 mg  oxycodone  HQ 
^ (WARNING:  may  be  habit  forming)  an^25  mg 

acetaminophen  ^ 

#«5Whcn  aspirin  is 
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PERCOCET®  is  a regist^sed  trademark  of  Endp  Inc, 


The  narcotic  component  in  PERCOCET®-5 
is  oxycodone,  which  is  readily  absorbed  and  provides 
dependable  oral  analgesia  — usually  within  15  to 
30  minutes.  Oxycodone  can  produce  drug  depend- 
ence of  the  morphine  type  and  should  be  prescribed 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  narcotic-containing  medications. 


Acetaminophen  is  a non-narcotic  analgesic 
widely  used  for  aspirin-sensitive  patients.  Equivalent 
to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  oxycodone. 

The  usual  dose  of  PERCOCET®-5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCET®-5  is  ideally 
suited  for  your  patients  with  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 


Please  see  facing  page  for  Brief  Sun^^ry  of  prescribing  information. 
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Additional  information  available 
to  the  profession  on  request. 

Eli  tilly  and  Company 
Indianapolis,  Indiana  46206 


700773 


1 he  long  awaited  OPEL  report  is  completed. 
This  report  is  an  attempt  of  HEW’s  Office  of 
Planning,  Evaluation,  and  Legislation,  to 
evaluate  the  effectiveness  of  the  PSRO  program 
across  the  nation.  The  OPEL  report  is  a detailed 

statistical  analysis 
which  shows  beyond 
any  doubt  that  PSRO  is 
effective,  and  that 
where  it  is  in  operation 
there  is  reduction  in  length  of  stay  and  admis- 
sion rates  for  Medicare  patients  in  acute  care 


The  OPEL  Report 


facilities.  For  example,  in  Colorado,  length  of 
stay  in  1974  was  decreased  4.2  per  cent  as  com- 
pared to  1972.  PSRO  is  cost  effective;  the  cost 
ratio  in  Colorado  in  1974  was  3:7.1.  There  is 
similar  statistical  proof  of  effectiveness  from 
other  states. 


PSRO  has  now  proved  to  even  the  most  liberal 
Congressmen  that  only  physicians  have  the 
knowledge  and  expertise  to  monitor  and  control 
utilization,  length  of  stay,  and  appropriateness 
of  medical  care. 

HEW  and  the  government  realize  that  PSRO 
has  proved  effective.  Every  HSA  must  be  re- 
viewed by  the  PSRO  of  the  area  involved  to 
verify  that  the  HSA  plan  is  feasible  for  PSRO 
monitoring.  Recently  the  Congress  decided  that 
PSRO  will  be  put  in  place  in  long  term  care,  as  a 
method  of  solving  the  long  existing  problem  in 
nursing  homes  of  quality  of  care  and  Medicare 
reimbursement,  usually  through  a state 
agency. 

For  those  critics  who  claim  that  by  putting 
the  monitoring  system  in  place  for  national 
health  insurance  we  are  merely  encouraging 
the  adoption  of  this  socialized  type  of  health 
care,  it  must  be  emphasized  that  adoption  of 
national  health  insurance  is  a political  issue 
and  will  be  decided  in  the  political  arena.  It  will 
be  dependent  on  our  efforts,  yours  and  mine,  in 


that  arena  and  will  be  adopted  only  if  the  busi- 
ness and  political  leaders  of  America  do  not 
recognize  that  nationalization  of  health  care  is 
the  first  step  to  nationalization  of  industry  and 
abandonment  of  our  democracy.  More  impor- 
tantly, if  the  Congress  decides  there  shall  be 
national  health  insurance,  PSRO  is  an  assured 
mechanism  for  physician  involvement  and  in  a 
commanding  role. 

It  is  possible  that  PSRO  is  the  last  opportun- 
ity for  the  physician  to  have  a measure  of  con- 
trol of  health  care  in  America. 


Si 


Lnce  World  War  II  many  small  communities 
from  wide  places  in  the  road  to  what  we  once 
called  middle-sized  towns  have  sought  and 
pleaded  for  doctors.  Their  family  doctors  went  to 
war  and  didn’t  return;  they  died  or  retired  and 

were  not  replaced.  The 
confidence  of  business 
people  and  farmers  in 
the  future  of  their 
towns  was  shaken  or 
lost.  The  tovras  were  small  and  did  not  attract 
either  business  men  or  professional  people.  For 
physicians,  initial  overhead  expenses,  oppor- 
tunity for  education  of  their  children  and  a 


Return  To 
Lake  City 


reasonable  social  life  for  their  families,  oppor- 
tunity for  post-graduate  education  for  them- 
selves are  among  other  reasons  why  a genera- 
tion of  doctors  overlooked  or  abandoned  the 
small  towns. 


However,  some  far-sighted  and  venturesome 
younger  medical  men  have  chosen  such  places 
for  their  practice  and  home,  and  have  been  re- 
warded with  a prosperous  and  satisfying  life. 
Other  older  colleagues  have  chosen  places  made 
to  order  for  them  to  finish  out  an  already  in- 
teresting professional  life.  Among  this  latter 
group  is  Dr.  Calvin  Fisher. 
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Dr.  Fisher,  a leading  Denver  surgeon,  had 
enjoyed  a summer  place  in  Lake  City,  Colorado 
since  1949.  He  visualized  the  growth  of  this 
small  community,  and  was  receptive  to  the 
overtures  of  thoughtful  citizens  and  civic  groups 
interested  in  developing  a medical  center. 

Active  steps  began  in  1973  with  the  donation 
of  an  old  but  sturdy  building  for  a medical  clinic. 
The  success  is  shown  by  figures  quoted  in  The 
Daily  Sentinel  of  Grand  Junction,  dated  June 
12, 1977:  "1591  patients  treated  from  July  1975 
through  December  1976.  During  1976  there 
were  821  office  calls  and  266  emergency  calls, 
outside  office  hours.” 

Dr.  Fisher  responded  to  the  request  of  citizens 
who  asked  if  he  would  serve  as  County  Judge. 
Among  a group  of  eight  other  candidates.  Dr. 
Fisher  was  chosen  by  the  Western  Slope  Judi- 
cial Commission  and  appointed  by  the  Gover- 
nor. Incidentally,  among  the  many  judges  in 
Colorado  County  Courts  quite  a few  are  non- 
lawyers. Through  study  and  assistance  of  the 
district  judge  and  other  county  judges  in  this 
area.  Dr.  Fisher  is  serving  with  distinction  and 
increasing  respect. 

Dr.  Fisher’s  time  is  adjusted  according  to  sea- 
sonal and  other  requirements.  The  only  paid 
employee  of  the  Center  is  Patsy  Smith,  wife  of 
Hinsdale  County  Sherrif  Burton  Smith.  Both 
Smiths  are  EMT’s  or  Emergency  Medical  Tech- 
nicians, but  she  also  serves  as  secretary,  medi- 
cal assistant,  lab  technician  and  ambulance 
driver,  should  hospitalization  in  Gunnison  be 
indicated.  Well  supported  by  Mrs.  Smith,  Dr. 
Fisher  finds  time  for  his  hobby  of  wood  carving 
and  wood  sculpture.  Mrs.  Fisher  is  well  known 
for  her  weaving,  and  finds  fewer  distractions 
from  this  hobby  than  in  the  city. 


Lake  City,  a picturesque  town  on  Lake  San 
Cristobal  in  southwestern  Colorado,  was  a boom 
town  from  the  middle  of  the  19th  century  into 
the  early  20th  century.  The  lake,  one  of  our 
largest,  is  unsurpassed  in  its  remote  beauty, 
and  the  gorgeous  autumns  are  especially  noted. 
More  and  more  people  are  being  drawn  to  the 
re-discovered,  legendary  town  by  hunting,  fish- 
ing, jeep  touring,  snowmobiling,  with  other 
winter  sports  hopefully  in  the  offing. 

Lake  City,  population  year-round  of  200,  is 
the  only  town  in  Colorado’s  smallest  county, 
whose  population  barely  exceeds  500. 

In  September  1977,  the  U.S.  Public  Health 
Service  stated  that  748  communities  in  46 
states  have  critical  need  of  a physician.  As  re- 
cently as  October  1977,  over  fifty  attractive  op- 
portunities for  physicians  to  practice  in  Col- 
orado were  listed  by  the  Locations  Bureau  of  the 
Colorado  Medical  Society,  which  shares  office 
space  with  this  Journal. 

These  calls  for  family  physicians  and 
specialists  represent  some  of  the  hundreds  of 
communities  hopefully  waiting  with  friendli- 
ness, affecfion,  and  loyalty  for  doctors  to  join 
them  in  establishment  of  medical  services.  We 
hope  that  the  report  of  the  recent  development 
and  participation  of  citizens  in  one  of  Colorado’s 
fine  old  small  towns  will  help  to  inspire  many 
doctors — young,  middleaged,  and  older — to  look 
over  our  wide  open  Western  territory  and  re- 
spond to  the  potential  of  useful  careers  and  good 
lives  for  medical  families.  Our  story  emphasizes 
that  there  are  also  exciting  and  worthwhile  op- 
portunities in  the  rural  west  for  the  physician 
who  has  already  finished  one  career  in  medicine 
but  is  not  ready  to  retire  to  a rocking  chair. 

Douglas  W.  Macomber,  MD 
Editor  Emeritus 
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Legionnaires’  disease:  state  of  the  art 


Martin  J.  Blaser,  MD,  Denver,  Colorado* 


A discussion  of  the  disease  to  bring  the  practicing 
physician  up-to-date  with  the  rapidly  evolving  knowl- 
edge in  the  field 


Legionnaires’  Disease  is  a recently  recog- 
nized malady  caused  by  a gram-negative  bacil- 
lus which  produces  a syndrome  of  fever  and 
respiratory  illness.  Since  its  initial  recognition 
in  August,  1976  there  has  been  considerable 
inquiry,  and  a growing  number  of  cases  have 
been  reported.  This  paper  will  summarize  the 
pertinent  aspects. 

Etiology 

In  late  July,  1976,  several  thousand  dele- 
gates to  the  annual  American  Legion  Conven- 
tion gathered  in  Philadelphia.  During  the  next 
few  weeks  it  became  clear  that  a number  of 
participants  at  the  convention,  and  some  per- 
sons who  were  merely  in  the  neighborhood,  had 
become  ill  with  a febrile,  respiratory  ailment. 
The  final  counting  in  August  showed  that  there 
were  180  cases  with  twenty-nine  deaths. 

A massive  investigation  was  undertaken  to 
determine  the  cause  for  this  outbreak.  After  an 
exhaustive  and  unrewarding  search  for  known 
pathogens  and  toxins,  an  agent  was  isolated 
from  lung  tissue  obtained  from  a patient  who 
died  of  Legionnaires’  Disease.^ 


From  the  Division  of  Infectious  Diseases.  University  of  Colorado  Medical  Center, 
Denver.  Colorado. 


This  agent,  subsequently  identified  as  a 
gram-negative  bacillus,  caused  fatal  illness 
when  injected  into  guinea  pigs,  and  could  be 
grown  in  chick  embryoes. 

Sera  from  victims  of  Legionnaires’  Disease 
were  then  incubated  with  the  bacillus  and 
fluorescinated  anti-human  IgG  to  perform  an 
indirect  immunofluorescence  test.  Twenty-nine 
of  thirty-three  victims’  sera  tested  were  posi-/ 
tive,  as  compared  with  three  of  twenty-seven 
normal  controls,  and  two  of  forty  sera  from  pa- 
tients with  rickettsial  disease. 

Testing  of  sera  from  other  previously  de- 
scribed outbreaks  of  respiratory  illness  in 
Washington,  D.C.  in  1965,  Pontiac,  Michigan  in 
1968  and  Philadelphia,  Pennsylvania  in  1974 
also  showed  positivity. 

The  evidence  that  this  bacterium  is  the  cause 
of  Legionnaires’  Disease  is  now  impressively 
strong.  It  has  since  been  recovered  from  pleural 
fluid  or  tissue  specimens  from  five  patients  with 
sero-diagnosed  Legionnaires’  Disease.^ 

The  organism  is  a pleomorphic  gramnegative 
rod.  It  grows  slowly  on  media  supplemented 
with  iron  and  L-arginine.  It  has  not  grown  on  a 
variety  of  unenriched  media. ^ The  cellular  fatty 
acids  from  six  isolates  were  identified  by  gas- 
liquid  chromatography."*  Large  amounts  of 
branch-chain  fatty  acids  were  present,  giving 
the  organisms  a unique  profile. 

Clinical  Description 

In  its  typical  clinical  presentation.  Legion- 
naires’ Disease  tends  to  be  abrupt  in  onset.  The 
earliest  symptoms  are  malaise,  myalgias  and 
headache  progressing  within  24  hours  to  fever 
and  chills.  The  fever  is  usually  hectic  with 
temperatures  of  102°  to  105°  being  common.  A 
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nonproductive  cough  may  accompany  the  ini- 
tial symptoms.  Lethargy,  weakness,  dyspnea, 
chest  pain  (dull  or  pleuritic),  GI  symptoms  and 
abdominal  pain  may  also  be  present. 

On  physical  examination,  patients  appear  ill 
and  are  febrile.  The  only  consistent  sign  is  the 
presence  of  rales.  The  sputum  is  scanty.  X-ray  of 
the  chest  usually  shows  diffuse  involvement, 
but  early  in  the  course  may  be  normal.  Initially 
the  picture  may  be  one  of  interstitial  infiltrates, 
which  may  then  progress  to  a diffuse  interstitial 
and  alveolar,  pattern.  Localized  lobar  consoli- 
dation has  been  reported.  Small  pleural  effu- 
sions may  be  present. 

The  white  blood  cell  count  has  generally 
ranged  from  8,000  to  16,000  per  mm'^  with  or 
without  a shift  to  the  left.  The  erythrocyte 
sedimentation  rate  is  usually  increased  above 
60. 

At  this  point  Legionnaires’  Disease  may  be 
confused  with  a pneumonitis  produced  by  the 
more  usual  bacterial  pathogens.  In  most  of  the 
sporadic  cases  reported,  bacterial  pneumonitis 
has  been  the  presumptive  diagnosis,  and  the 
patient  has  been  started  on  appropriate  antibio- 
tics. However,  patients  have  generally  been  un- 
responsive to  the  initial  antibiotic.  Hectic  fevers 
persist  and  there  may  be  progression  to  re- 
spiratory failure,  generalized  sepsis,  and  death. 
The  complications  of  acute  renal  failure, 
hyponatremia,  encephalopathy  and  GI  bleeding 
have  been  described. 

Review  of  all  cases  reported  to  the  Center  for 
Disease  Control  by  September  1977  indicated  a 
fifteen  per  cent  mortality.  Studies  from  the 
Philadelphia  outbreak  showed  that  persons 
who  were  previously  healthy  had  a five  per  cent 
mortality  from  Legionnaires’  Disease,  whereas 
those  with  a pre-existing  debilitating  disease 
(defined  as  Diabetes  Mellitus,  malignancy  or 
cardiovascular-pulmonary  disease)  had  a 
twenty-nine  per  cent  mortality.^ 


Epidemiologic  Features 

There  appear  to  be  at  least  two  variants.  The 
first  is  the  well-publicized  epidemic  form,  in 
which  large  numbers  of  cases  are  recognized 
during  a brief  period  of  time.  The  1976  Ameri- 
can Legion  Convention  in  Philadelphia  is  the 
prototype. 


In  1965,  an  epidemic  of  respiratory  illness 
occurred  at  a large  mental  hospital  in 
Washington,  D.C.  There  were  81  cases  with  14 
fatalities.  The  illness  was  characterized  by  ab- 
rupt onset  of  high  fever,  malaise,  non- 
productive cough  with  frequent  chest  x-ray  evi- 
dence of  pneumonia.  Eighty  five  per  cent  of  pa- 
tients’ sera  available  in  1977  were  positive  for 
Legionnaires’  Disease  by  serologic  test. 

In  1968,  an  epidemic  of  acute  febrile  illness 
occurred  at  the  Oakland  County  Department  of 
Health  in  Pontiac,  Michigan.  Ninety-five  per 
cent  of  employees  developed  a self-limiting, 
three  to  five  day  illness  of  fever,  chills,  malaise, 
myalgias  and  headache.  The  incubation  period 
was  24  to  48  hours.  In  the  course  of  the  investi- 
gation of  this  outbreak,  guinea  pigs  which  were 
exposed  to  the  building  developed  a febrile  ill- 
ness. Their  frozen  carcasses  were  thawed  in 
1977,  and  Legionnaires’  organism  was  recov- 
ered. 

Sera  from  a smaller  outbreak  of  respiratory 
illness  in  Philadelphia  in  1974  were  also  posi- 
tive. 

Presumptive  outbreaks  in  Burlington,  Ver- 
mont in  1977,  Kingsport,  Tennessee  in  1977, 
and  amongst  Scottish  tourists  to  Spain  in  1973, 
are  currently  being  investigated. 

In  the  epidemic  form  of  the  disease,  no  second- 
ary cases  (indicating  person-to-person  spread), 
have  been  reported.  This  suggests  that  a source 
common  to  those  affected  was  responsible  for 
the  outbreaks.  To  date  the  source! s)  have  not 
been  established,  but  airborne  transmission  has 
been  suggested. 

Legionnaires’  Disease  has  also  been  recog- 
nized as  occurring  sporadically  in  isolated 
cases.  More  than  130  cases  from  25  states  have 
been  reported  to  the  Center  for  Disease  Control 
to  date.  Often  the  patients  have  been  debilitated 
from  a variety  of  causes  including  malignancy, 
immunosuppression,  diabetes,  alcoholism,  and 
cardiopulmonary  disease.  In  these  patients  the 
organism  may  be  considered  an  "opportunist”. 

A third  form  may  possibly  exist.  Features  of 
the  Pontiac,  Michigan  outbreak,  including 
short  incubation,  high  attack  rate,  self-limiting 
nature,  are  suggestive  of  an  allergic,  or  hyper- 
sensitivity reaction. 

Certainly  other  organisms  (e.g.  aspergillus) 
can  produce  a variety  of  clinical  manifestations 
such  as  this.  The  relationship  between  the 
epidemiologic  features  and  pathogenesis  in  all 
these  forms  remains  to  be  clarified. 
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Diagnosis 

Legionnaires’  Disease  should  be  suspected  in 
all  patients  with  a picture  of  pneumonia  who: 

1.  Have  a non-productive  cough,  or 

2.  Are  unresponsive  to  the  usual  antibiotics, 
or 

3.  Have  a rapidly  progressive  downhill 
course  to  respiratory  failure. 

At  present,  a definitive  diagnosis  is  made 
using  the  serologic  test  developed  at  the  Center 
for  Disease  Control  and  available  only  there. 
Acute  and  convalescent  sera  should  be  obtained 
in  all  suspect  cases,  and  sent  to  the  State  Health 
Department.  A fourfold  rise  in  titre  or  a stable 
titre  1:256  is  considered  positive.  Results  will 
not  be  available  while  the  patient  is  acutely  ill, 
and  thus  a decision  as  to  specific  treatment 
should  be  made  on  clinical  grounds. 

Since  the  bacterium  is  fastidious  and  slow 
growing,  there  have  been  very  few  isolations  to 
date.  With  the  development  of  a consistently 
effective  culture  medium,  recovery  of  the  or- 
ganism may  become  feasible  in  the  clinical  mic- 
robiology lab. 

Treatment 

Erythromycin  has  been  shown  to  be  an  effec- 
tive agent  against  the  organism,  both  in  vitro 
and  in  animal  studies.®  Other  antibiotics  which 


have  shown  inhibition  of  the  organism  in  vitro 
include  several  penicillins,  chloramphenicol, 
cephalosporins,  rifampin,  and  trimethoprim- 
sulfamethoxazole.  Tetracycline  and  methicillin 
showed  intermediate  inhibition  and  the  or- 
ganism was  resistant  to  vancomycin. 

In  clinical  studies,  erythromycin  and  tet- 
racycline have  been  associated  with  a low  case- 
fatality  ratio  and  cephalosporins  with  a high 
ratio,  but  the  choice  of  antibiotic  may  reflect  the 
physician’s  assessment  of  the  severity  of  the 
illness.  Two  recent  cases  have  shown  dramatic 
response  to  tetracycline. 

At  present,  erythromycin  500  mg  IV  q 6 hours 
is  the  recommended  treatment. 

Conclusions 

There  are  many  as  yet  unanswered  questions 
about  Legionnaires’  Disease.  New  cases,  both 
sporadic  and  in  outbreaks  are  being  reported 
frequently.  Recently  a case  was  diagnosed  in 
Colorado. 

It  seems  likely  that  in  ensuing  months  prog- 
ress will  be  made  in  understanding  the 
epidemiology  and  pathogenesis  of  the  disease, 
its  clinical  expression  will  be  better  delineated 
and  therapeutic  recommendations  will  be 
placed  on  a more  solid  foundation.  • 
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Clinical  manifestations  of  hyper- 
parathyroidism in  the  southwest* 


Ronald  M.  Isaac,  MD,  Martin  J.  Conway,  MD,  Neil  I.  Kaminsky,  MD 
and  Charles  D.  Leonard,  MD,  Albuquerque,  New  Mexico. 


Early  recognition  of  hyperparathyroidism  by  wide- 
spread laboratory  screening  studies  has  resulted  in 
reappraisal  of  presenting  symptoms. 

Over  the  past  ten  years  hyperparathyroidism 
has  become  recognized  as  a far  more  common 
disorder  than  previously  appreciated.  The  clas- 
sical clinical  presentation  of  the  disease  has  in- 
cluded anorexia,  weakness,  fatigability,  dys- 
phagia, gastrointestinal  dysfunction,  recurrent 
kidney  stones,  and  pancreatitis,^  which  were 
attributed  to  long-standing  hypercalcemia  and 
resultant  damage  to  multiple  organ  systems. 
With  the  introduction  and  current  widespread 
use  of  laboratory  screening  studies,  diagnosis  of 
primary  hyperparathyroidism  before  target 
organ  dysfunction  is  common.  Additionally,  the 
earlier  recognition  of  hyperparathyroidism  has 
resulted  in  a reappraisal  of  symptoms  observed 
in  patients  without  objective  evidence  of  renal, 
bone  or  gastrointestinal  damage. 

Because  of  the  apparent  changing  clinical  pre- 
sentation of  this  disorder,  we  have  reviewed 
twenty-five  cases  of  surgically  proven,  uncom- 
plicated primary  hyperparathyroidism.  The 
cases  were  reviewed  to  define  the  relative  fre- 
quency of  complaints,  to  identify  the  most  use- 
ful diagnostic  studies  and  to  compare  the  clini- 
cal features  in  this  segment  of  the  Southwestern 
population  with  recently  reported  series  from 
other  geographical  areas,  particularly  the 
Northeastern  United  States. ^ 


From  the  Department  of  Specialty  Medicine.  Divisions  of  Endocrinology-Nephrology. 
Lovelace-Bataan  Medical  Center,  Albuquerque.  New  Mexico,  87108. 


The  twenty-five  patients  reported  here  were 
evaluated  between  1972  and  1975  for  suspected 
primary  hyperparathyroidism.  The  informa- 
tion was  reviewed  retrospectively  to  identify 
historical  and  physical  features  as  well  as 
laboratory  findings.  Diagnosis  of  primary 
hyperparathyroidism  was  suspected  in  each 
case  because  of  hypercalcemia,  otherwise  unex- 
plained. Patients  with  chronic  renal  failure 
were  excluded,  and  cases  complicated  by  other 
disease  processes  were  also  excluded.  The  diag- 
nosis of  primary  hyperparathyroidism  due  to 
parathyroid  adenoma  was  confirmed  in  all 
twenty-five  patients  at  the  time  of  surgical  neck 
exploration. 

Serum  calcium  determinations  were  done  by  a 
colorimetric  method  utilizing  cresolphthalein 
complexone  and  diethylamine  hydrochloride,® 
serum  phosphorus  by  a colorimetric  technic 
utilizing  ammonium  molybdate  and  stannous 
chlorideuydrazine  sulphate  reagent;'^  both  were 
performed  on  a Technicon  Autoanalyzer.  The 
serum  parathyroid  hormone  (PTH)  determina- 
tions were  obtained  through  the  Mayo  Medical 
Laboratories,  Rochester,  Minnesota. 

Clinical  Features 

The  present  series  demonstrated  the  well  rec- 
ognized female  predilection  for  hyper- 
parathyroidism in  that  22  of  the  25  cases  (88%) 
were  women.  The  age  range  for  females  was 
from  27  to  69  years  with  a mean  age  of  52.5 
years.  The  age  range  of  the  three  males  was  59 
to  66  years. 

Fig.  1 illustrates  the  frequency  of  symptoms  in 
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Fig.  1.  Frequency  of  symptoms  in  patients  with  surgically 
documented  primary  hyperparathyroidism,  graphed  as  per  cent  of 
patients.  The  open  bars  represent  the  present  series;  the  darkened 
bars  the  series  reported  by  Mallette  and  others.  ‘ 

our  patients  and  compares  them  with  those  re- 
ported by  Mallette  et  al.^  Musculoskeletal 
symptoms  as  joint  and/or  long  bone  pain  were 
the  most  common  complaint,  occurring  in  11 
(44%)  of  our  patients.  No  specific  joint  or  bony 
area  was  involved  more  often  than  another. 
However,  back  pain  as  a separate,  apparently 
unrelated,  complaint  was  noted  in  8 (32% ) of  the 
cases.  Gastrointestinal  dysfunction  as  man- 
ifested by  symptoms  suggestive  of  peptic  ulcer 
disease  or  altered  bowel  function  (usually  in  the 
form  of  constipation)  was  also  prominent,  occur- 
ring in  9 (36%)  of  the  cases.  Documented  weight 
loss  was  seen  with  equal  frequency  (36%)  but 
was  not  consistently  related  to  gastrointestinal 
symptoms.  Nausea  and  vomiting  were  uncom- 
mon; only  three  of  the  25  patients  (12%)  in  the 
present  series  complained  of  those  symptoms. 
Pancreatitis  was  not  observed. 

Seven  of  the  25  patients  (28%)  had  frequent 
headaches,  unexplained  by  other  causes. 
Weakness  and  fatigability  were  complaints  in 
only  5 patients  (20%).  Five  patients  were  noted 
by  family  members  to  be  intermittently  con- 
fused, and  five  had  a history  of  renal  stones. 
Physical  examination  was  remarkably  normal 
in  all  patients,  except  for  mild  hypertension 
noted  in  3 cases  (12%). 

Laboratory  Studies 

SERUM  CALCIUM:  Fig.  2 illustrates  the  ser- 
ial calcium  determinations  for  each  patient  in 
our  series,  (normal  range:  8.5-10.5  mgm/100 
ml.).  In  all  cases,  elevation  of  serum  calcium 
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Fig.  2.  Serum  Calcium  values  in  the  present  series  of  patients  with 
surgically  documented  primary  hyperparathyroidism  (normal  range 

8.5  - 10.5  mgllOOml.).  The  vertical  arrangement  of  values  represent 
serial  determinations  in  each  patient. 

concentration  was  demonstrated.  As  shown  in 
Fig.  2,  though  hypercalcemia  was  present  in  all 
cases,  serum  calcium  values  occasionally  fell 
within  the  normal  range.  This  was  seen  in  cases 
2,  4,  16,  17  nd  22. 

SERUM  PHOSPHORUS:  The  normal  range  of 
serum  phosphorus  concentration  in  the 
Lovelace-Bataan  Medical  Center  laboratory  is 

2.5  to  4.5  mg/100  ml.  The  mean  value  in  the 
present  series  was  2.5  mg/100  ml.  While  serum 
phosphorus  concentration  was  depressed  in  19 
(76%)  of  the  patients,  a considerably  greater 
number  of  the  phosphorus  determinations  fell 
within  the  normal  range  than  did  serum  cal- 
cium determinations. 

SERUM  PARATHYROID  HORMONE  (PTH): 
Fig.  3 illustrates  the  normal  relationship  of 
PTH  to  calcium  (indicated  by  the  heavy  lined 
diagonal  box  in  the  lower  left  quadrant  of  the 
graph.)  The  upper  right  quadrant  of  the  graph 
corresponds  to  cases  of  surgically  proved 
parathyroid  adenomata.®  As  shown,  each  of  the 
seven  individual  determinations  in  the  present 
series  demonstrates  an  inappropriate  elevation 
in  parathormone  level  with  respect  to  the 
simultaneously  measured  calcium  concentra- 
tions. 

Discussion 

The  present  report  illustrates  the  well  recog- 
nized heterogeneity  of  the  presenting  com- 
plaints in  primary  hyperparathyroidism.^'®  In 
the  twenty-five  cases  reviewed,  symptoms  re- 
lated to  the  musculoskeletal  system  were  most 
common.  Symptoms  referrable  to  the  gastroin- 
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PARATHYROID  HORMONE 


PRIMARY  HYPERPARATHYROIDISM 


Fig.  3.  Serum  parathormone  (PTH)  and  simultaneous  serum  cal- 
cium values  in  7 patients  with  surgically  documented  primary  hyper- 
parathyroidism. The  normal  relationship  between  PTH  and  calcium 
is  represented  by  the  heavy  lined  diagonal  area  in  the  lower  left 
quadrant.  (FromArnaud,  C.,  and  other  J Clin  Invest  50:21 , 1971) 

testinal  tract  were  also  seen  in  a significant 
number  of  patients.  Rarely  noted  were  com- 
plaints of  polydipsia  and  polyuria,  which  might 
be  expected  in  the  presence  of  the  significant 
hypercalcemia  found  in  all  patients.®  Physical 
examination  was  of  little  assistance  in  estab- 
lishing the  diagnosis  since  findings  were  unre- 
markable except  for  a minimal  degree  of  hyper- 
tension noted  in  three  (12%)  of  the  patients. 
Otherwise,  no  significant  abnormalities  were 
identified. 

The  symptoms  exhibited  by  the  patients  in  this 
series  are  clearly  not  specific  for  hyper- 
parathyroidism and  could  he  related  to  other 
causes.  However,  extensive  laboratory  and 
radiologic  studies  carried  out  in  several  of  the 
patients  failed  to  identify  any  other  evident  dis- 
order. Furthermore,  parathyroidectomy  and  re- 
covery of  normal  serum  calcium  concentration 
was  associated  with  significant  improvement  or 
complete  resolution  of  symptoms  in  all  patients, 
suggesting  the  symptoms  were  related  to  the 
hyperparathyroid  state. 
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The  rather  subtle  and  somewhat  vague  symp- 
toms reported  here  are  similar  to  those  observed 
by  Mallette  and  others,^  and  Aurbach  and 
others^  in  separate  reports  of  a series  of  fifty- 
seven  cases  of  primary  hyperparathyroidism. 
However,  there  are  several  significant  differ- 
ences when  the  two  groups  are  compared.  In 
Mallette’s  series,  the  most  common  complaint 
was  that  of  fatigability  and  weakness,  observed 
more  than  twice  as  often  as  in  the  present  re- 
port. History  of  renal  stones  and  mental  confu- 
sion were  also  more  common  in  Mallette’s 
series.  On  the  other  hand,  joint  and/or  bone  pain 
which  occurred  in  44  per  cent  of  the  patients  in 
the  present  series  was  only  noted  in  18  per  cent 
of  the  patients  reported  by  Mallette  and  others^. 
Additionally,  the  complaint  of  back  pain  was 
frequently  noted  in  our  population,  whereas  it 
was  not  identified  in  Mallette’s  study. 
Symptoms  of  gastrointestinal  dysfunction  and 
documented  weight  loss  were  noted  with  equal 
frequency  in  both  series. 

The  reason  for  the  differences  between  the  two 
population  groups  is  not  clear.  Differences  in 
extent  of  hypercalcemia  between  the  two  groups 
may  be  important,  but  could  not  be  directly 
compared.  Another  correlation  which  has  not 
been  examined  is  the  degree  of  phosphate  deple- 
tion in  relation  to  the  symptoms.  Reduction  in 
serum  phosphate  is  a well  known  accompani- 
ment of  hyperparathyroidism  related  both  to 
the  physiochei  lical  consequences  of  serum  cal- 
cium elevation^®  as  well  as  to  the  phosphaturia 
associated  with  excess  PTH  activity.  The  con- 
stellation of  symptoms  which  accompany  phos- 
phate depletion  syndromes  include  bone  and 
back  pain,  gastrointestinal  dysfunction,  diffi- 
culty concentrating  and  many  of  the  complaints 
which  have  previously  been  ascribed  to  hyper- 
calcemia alone. While  several  patients  in  the 
present  study  had  low  serum  phosphorus  con- 
centrations, the  available  data  does  not  allow 
speculation  on  the  possible  relationship  be- 
tween phosphate  depletion  and  the  clinical  fea- 
tures of  hyperparathyroidism. 

In  screening  for  parathyroid  hyperfunction,  the 
sine  qua  non  continues  to  be  an  elevated  serum 
calcium  concentration.  This  observation  is  well 
illustrated  by  Fig.  2.  The  increased  use  of  mul- 
tiphasic  biochemical  screening  has  made  reli- 
able serum  calcium  values  much  more  readily 
available.  However,  as  documented  in  the  pres- 
ent series,  an  important  aspect  of  the  disease  is 
that  serum  calcium  values  can  be  intermit- 


tently normal,  and  in  situations  of  high  clinical 
suspicion,  a single  normal  value  does  not  exc- 
lude the  diagnosis  of  primary  hyper- 
parathyroidism. 

At  present,  the  most  definitive  laboratory  test 
in  the  diagnosis  of  primary  hyperpara- 
thyroidism is  the  simultaneous  determination 
of  serum  PTH  and  calcium  levels.  When  the 
parathyroid  gland  is  under  normal  homeostatic 
control,  serum  calcium  levels  and  parathor- 
mone secretion  are  inversely  related  — an  in- 
crease in  the  serum  ionized  calcium  concentra- 
tion resulting  in  suppression  of  PTH  secretion. 
In  primary  hyperparathyroidism,  this  normal 
feedback  mechanism  is  not  operative,  and  PTH 
is  secreted  autonomously.  Thus,  PTH  levels  are 
inappropriately  elevated  for  the  simultane- 
ously measured  serum  calcium  concentration  as 
illustrated  in  Fig.  3.  Although  PTH  levels  were 
performed  on  only  seven  patients  in  the  present 
study,  all  were  clearly  diagnostic  of  hyper- 
parathyroidism. Over  the  past  several  years, 
serum  determinations  of  parathyroid  hormone 
by  radioimmunoassay  have  become  widely 
available  through  various  commercial 
laboratories.  The  availability  of  PTH  meas- 
urements has  simplified  the  diagnosis  of  hyper- 
parathyroidism and  has  minimized  the  useful- 
ness of  urinary  calcium  and  phosphorus  studies. 
Increasing  physician  awareness  of  parathyroid 
hyperfunction,  coupled  with  widespread  av- 
ailability of  reliable  calcium  and  parathormone 
determinations  has  made  earlier  recognition  of 
primary  hyperparathyroidism  much  more 
common.  Such  early  diagnosis  has  important 
implications  for  the  patient.  In  a recent  paper, 
Kaplan  and  others^®  presented  evidence  that 
patients  with  asymptomatic,  primary  hyper- 
parathyroidism benefited  following  surgical 
correction.  In  that  study,  the  deleterious  effects 
of  parathyroid  hormone  excess  on  bone  density, 
hypercalcemia  and  negative  calcium  balance 
were  reversed  following  parathyroidectomy  and 
were  associated  with  the  return  toward  normal 
of  immunoreactive  serum  parathormone, 
serum  calcium  and  urinary  cyclic  adenosine 
monophosphate  (cAMP)  concentrations. 

Summary 

We  have  examined  the  clinical  features  of 
twenty-five  patients  with  surgically 
documented  primary  hyperparathyroidism 
seen  in  the  past  four  years.  In  this  series,  as  in 
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others,  the  presenting  symptoms  were  quite 
heterogeneous,  but  differed  somewhat  from 
those  reported  from  the  Northeastern  United 
States.  As  elsewhere,  females  were  affected 
more  often  than  males.  The  most  frequent  com- 
plaints in  this  southwestern  population  were 
related  to  the  skeletal  system,  principally  joint 
and/or  long  bone  pain  and  back  pain.  Symptoms 
of  gastrointestinal  dysfunction  were  of  almost 
equal  occurrence.  In  review  of  the  laboratory 


parameters  of  this  disease,  determination  of  the 
serum  calcium  was  the  best  screening  test  for 
the  diagnosis  of  primary  hyperparathyroidism. 
Elevated  serum  calcium  concentrations  were 
documented  in  all  cases.  The  advent  of  a clini- 
cally available  parathormone  determination  by 
radio-immunoassay  has  proved  the  most  dis- 
criminatory test.  Parathormone  values,  when 
related  to  the  simultaneous  serum  calcium  con- 
centrations, were  consistently  elevated.  • 
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Anterior  cervical  fusion 


The  Postoperative  Complications* 


F.  Alan  Barber,  MD,  Honolulu,  Hawaii** 


The  author  presents  a retrospective  review  of  100 
consecutive  anterior  cervical  interbody  fusions  per- 
formed at  Tripler  Army  Medical  Center  from  1967  to 
1974.  The  data  were  analyzed  for  preoperative 
symptoms,  physical findings,  investigative  diagnostic 
procedures  utilized,  and  postoperative  complication. 
This  is  a report  of  the  findings. 


Anterior  interbody  fusion  of  the  cervical 
spine  has  been  described  by  Robinson  and 
Smith®  (1955)  and  by  Cloward^  (1958)  in  the 
English  literature,  and  in  the  French  literature 
by  Dereymaeker®  (1958).  Since  the  initial  de- 
scription in  1955,  various  papers  have  been  pub- 
lished describing  the  postoperative  complica- 
tions. Cloward'*  reviewed  200  operations  in 
1962.  He  reported  eight  different  postoperative 
complications  (Table  3)  but  presented  few  ac- 
companying statistics.  Esophageal  edema, 
shoulder  pain  and  hemorrhage  were  the  most 
common  problems. 

Robinson^  reviewed  56  patients  in  1962  and 
mentioned  hoarseness,  dysphagia,  and  trans- 
ient Horner’s  syndrome  as  encountered  compli- 
cations. Stuck“  reported  his  results  with  200 
cases  in  1963.  The  most  frequent  problems  in 
the  immediate  postoperative  period  were  dys- 
phagia, hoarseness,  and  neurologic  distur- 
bance. 


‘Presented  at  meeting  of  Rocky  Mountain  Traumatologic  Society,  Aspen,  Colorado, 
November,  1976, 

“Address  requests  for  reprints  and  other  communications  to  F.  Alan  Barber.  MD.  Chief, 
Orthopaedic  Surgery  Service  Ireland  Army  Hospital,  Fort  Knox,  Kentucky  40121. 


Table  1 is  a compilation  of  these  reports  and 
others,^  ® representing  a total  of  over  700 
cases  found  in  a search  of  the  world’s  literature. 
Analysis  of  this  data  showed  that  dysphagia, 
hoarseness,  and  hematomas  were  the  post- 
operative complications  reported  most  fre- 
quently. Other  complications  reported  in  two  or 
more  series  included  graft  extrusion,  infection, 
neurologic  damage,  Horner’s  Syndrome,  and 
death. 

Methods  and  Materials 

A review  of  100  consecutive  patients  under- 
going anterior  interbody  cervical  fusion  and 
disc  excision  at  Tripler  Army  Medical  Center 
was  undertaken.  Patients  with  fractures  were 
excluded.  Records  from  1967  through  1974 
served  as  the  basis  of  review. 

The  data  tabulated  and  analyzed  included 
age,  sex,  race,  preoperative  symptoms  and  their 
duration,  a history  of  trauma,  preoperative 
physical  findings,  diagnostic  procedures 
employed,  the  levels  fused,  and  any  complica- 
tions occurring  in  the  immediate  postoperative 
period. 

As  described  by  Cloward,  surgical  procedures 
called  for  placement  of  a circular  plug  of  cortical 
cancellous  iliac  bone  in  a prepared  site  between 
cervical  vertebrae  after  thorough  excision  of  the 
intervertebral  disc  material.  All  procedures 
were  performed  by  Staff  neurosurgeons  of  the 
Tripler  Army  Medical  Center. 

Results 

The  average  age  of  the  patients  was  43  years 
(range  30  to  76).  Seventy-three  per  cent  were 
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TABLE  1 


REPORTED  COMPLICATIONS  IN  LITERATURE 


Andrews  1 971 

41  patients 

Thompson  1 972 

1 5 patients 

Stuck  1963 

200  patients 

Selecki  1971 

39  patients 

Williams  1968 

99  patients 

Robinson  1962 

56  patients 

Herzberger  1962 

37  patients 

Cloward  1962 

200  patients 

Dysphagia 

Most 

4 

2 

Most 

Shoulder  Pain 

Most 

Hematoma 

9 

Occurs 

Graft  Extrusion 

1 

T 

5 

Occurs 

Hoarseness 

Often 

4 

8-10% 

Infection 

1 

1 

4 

1 

Spinal  Fluid  Drainage 

8 

Progressive  Neurologic  Defect 

2 

1 

Pleura'  Perforation 

1 

Death 

2 

1 

Transverse  Myelitis 

1 

Acute  Brain  Syndrome 

Occurs 

Horner’s  Syndrome 

2 

2 

Myocardial  Infarction 

1 

T racheotomy 

1 

Nonunion 

2 

HNP 

2 

male  and  27  per  cent  female.  The  racial  mix  was 
83  per  cent  Caucasian,  6 per  cent  Polynesian,  5 
per  cent  Oriental,  4 per  cent  Black  and  2 per 
cent  Filipino.  One  hundred  seventeen  levels 
were  fused  in  100  patients.  C3-4  was  fused  4 
times,  C4-5  in  12,  C5-6  in  51,  C6-7  in  48  and 
C7-T1  in  2 (Fig.  1).  Sixteen  patients  were  fused 
at  two  levels  and  one  was  fused  at  three  levels. 
Two  patients  required  re-operation. 

Considerable  variation  was  observed  in  the 
preoperative  history.  The  only  consistent  com- 
plaint was  pain  (Table  2).  A history  of  previous 
trauma  was  obtained  in  21  per  cent.  The  dura- 
tion of  symptoms  prior  to  admission  ranged 
from  the  day  of  admission  to  over  ten  years  prior 
to  admission  (Fig.  2).  Twenty-seven  per  cent 
developed  symptoms  within  the  month  prior  to 
admission.  Twenty-four  per  cent  developed 
symptoms  one  to  three  months  prior  to  admis- 
sion; another  24  per  cent  had  symptoms  be- 
tween three  months  and  one  year  before  admis- 
sion. The  remaining  25  per  cent  related 
symptoms  present  for  greater  than  one  year. 

Physical  examination  showed  decreased 
muscle  strength  in  79  per  cent,  sensory  changes 
in  71  per  cent,  reflex  changes  in  55  per  cent,  and 


limitation  of  neck  motion  in  41  per  cent  (Table 
3).  While  decreased  muscle  strength  and  sen- 
sory changes  occurred  more  frequently  than 
reflex  changes,  only  decreased  muscle 
strength  occurred  statistically  more  frequently 
(P<0.05). 

Diagnostic  studies  performed  prior  to  surgery 
included  EMG,  cervical  spine  radiographs  and 
cervical  myelograms.  EMGs  were  performed  in 
24  patients.  Twenty-two  of  these  were  reported 
as  abnormal.  Of  these,  21  successfully  located 
the  level  of  the  lesion.  Cervical  spine  radiog- 
raphs were  made  in  53  patients.  Six  were  read 
as  normal.  Foiu"  showed  nonspecific  changes 
and  43  showed  changes  referable  to  one  or  more 
specific  levels.  In  37  cases,  the  cervical  spine 
radiographs  were  accurate  in  identifying  the 
level  involved.  The  definitive  study  was  a cervi- 
cal myelogram  which  was  performed  in  all  pa- 
tients, and  was  used  as  the  ultimate  determin- 
ant of  the  operative  level. 

When  employed,  the  EMG  was  able  to  accu- 
rately locate  the  lesion  in  88  per  cent  of  the 
patient  cases.  The  cervical  spine  radiographs 
localized  the  lesion  accurately  in  70  per  cent  of 
the  cases  in  which  they  were  utilized  as  a diag- 
nostic tool  independent  to  the  myelogram.  The 
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TABLE  2 


TABLE  3 


PREOPERATIVE  SYMPTOMS 


PHYSICAL  EXAMINATION 


Pain 

Headache 
Weakness 
Paresthesias 
Sensory  Loss 
T raumatic  Event 


92% 

7% 

52% 

48% 

55% 

21% 


cervical  myelogram  was  statistically  more 
accurate  than  the  cervical  spine  radiographs 
(P<0.05). 

Several  complications  were  observed  in  the 
immediate  postoperative  period.  Urinary  reten- 
tion occurred  in  eight  patients.  Interscapular 
pain  developed  postoperatively  in  four;  hoarse- 
ness in  five  and  severe  headaches  in  four.  Three 
patients  complained  of  pain  in  the  iliac  donor 
site,  and  one  had  bleeding  from  a donor  site 
hematoma.  Progression  of  the  neurologic 
symptoms  occurred  in  three.  Pulmonary  related 
fevers  or  pneumonia  occurred  in  three;  episodes 
of  PVC’s  occurred  in  two;  an  acute  brain  syn- 
drome with  hallucinations  occurred  in  two,  and 
retropharyngeal  edema  developed  in  two.  One 
patient  experienced  collapse  of  the  bone  plug 
with  anterior  angulation,  one  developed 
phlebitis.  There  was  one  postoperative  ileus, 
one  Horner’s  syndrome,  and  one  death. 

The  death  occurred  in  a 48-year-old  Polyne- 
sian female  who  sustained  a cardiac  arrest  after 
placement  of  the  bore  hole  in  the  C6-7  region. 
She  was  resuscitated  and  the  operation  termi- 
nated. She  never  regained  consciousness,  was 
deeply  comatose,  and  despite  vigorous  tracheal 
toilet  and  antibiotics  developed  a progressive 
consolidation  pneumonia  leading  to  death  on 
the  eighth  postoperative  day. 

Altogether  there  were  42  complications  in  34 
patients  in  our  series  of  100  patients.  Of  these 
34  patients,  21  had  one  level  fused  while  13 
underwent  multiple  level  fusions.  That  is,  21  of 
83  patients  undergoing  fusion  at  one  level  de- 
veloped a postoperative  complication.  Thirteen 
of  17  patients  undergoing  multiple  level  fusions 
developed  complications,  a statistically  sig- 
nificant increase  in  the  incidence  of  compli- 
cations when  more  than  one  level  is  fused 
(P<0.01). 


Complications  specific  for  the  anterior  cervi- 
cal fusion  procedure  occurred  in  13  of  83  pa- 
tients undergoing  fusion  at  one  level.  Ten  of  the 


Decreased  Muscle  Strength  79% 

Sensory  Changes  71% 

Reflex  Changes  55% 

Limitation  of  Neck  Motion  41% 

Spuling’s  Test  Reported+  37% 


17  patients  undergoing  multiple  level  fusions 
developed  complications.  This  group  includes 
the  one  patient  undergoing  triple  level  fusion.  A 
statistically  significant  difference  continues  to 
exist  (P<0.05). 

Multiple  complications  occurred  in  eight  pa- 
tients. Three  of  these  underwent  multiple  level 
fusions.  The  remaining  five  had  single  level  fu- 
sions. While  there  appears  to  be  an  increase  in 
multiple  complications  occurring  in  patients 
with  multiple  levels  fused,  this  difference  is  not 
statistically  significant. 

Discussion 

This  report  is  directed  primarily  at  assessing 
complications  in  the  immediate  postoperative 
period.  All  such  problems  were  noted  and  speci- 
fically reviewed.  The  complications  can  be  di- 
vided into  two  general  groups:  Those  related  to 
the  anterior  cervical  fusion  and  those  found  to 
occur  with  any  surgical  procedure. 

Fifteen  complications  were  of  a general  na- 
ture while  27  can  be  considered  specific  to  the 
anterior  cervical  fusion.  Those  general  compli- 
cations included  urinary  retention  requiring 
catheterization.  Two  of  these  eight  patients  de- 
veloped urinary  tract  infections.  Three  pulmo- 
nary fevers  occurred;  two  were  transient  in 
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heavy  smokers,  and  the  third  was  a recurrence 
of  a pneumonia  which  had  responded  to  therapy 
preoperatively. 

PVC’s  occurred  postoperatively  in  two  pa- 
tients but  were  consistent  with  the  preoperative 
cardiac  status.  Phlebitis  developed  in  a 76- 
year-old  male  and  was  treated  with  anticoagul- 
ants for  six  weeks;  embolism  was  not  clinically 
apparent. 

The  one  ileus  cleared  rapidly  with  brief 
nasogastric  tube  treatment.  Of  the  15  general 
complications,  only  the  phlebitis  and  the 
pneumonia  were  of  prolonged  significance. 

The  complications  considered  specific  for  the 
anterior  cervical  fusion  were  hoarseness,  in- 
terscapular pain,  severe  headaches,  progression 
of  the  neurologic  symptoms,  iliac  site  problems, 
acute  brain  syndromes,  retropharyngeal 
edema,  bone  plug  collapse,  Homer’s  syndrome, 
and  death.  Many  of  these  27  complications  also 
rapidly  resolved  in  the  immediate  postoperative 
period. 

Of  the  five  cases  of  hoarseness,  only  one  per- 
sisted for  longer  than  five  weeks.  Most  were 
transient  and  resolved  before  discharge.  In- 
terscapular pain  not  existing  preoperatively 
developed  in  four  patients;  the  onset  was  on  the 
second  to  fourth  postoperative  days  with  a 
steady  increase  in  the  pain  until  about  one 
week.  A plateau  was  maintained  for  three  to 
four  days  after  which  rapid  defeescence  occur- 
red. 

Severe  headaches  occurred  in  four  patients 
and  were  considered  secondary  to  the  preopera- 
tive myelogram  in  each.  Progression  of 
neurologic  symptoms  occurred  in  three  pa- 
tients; in  one,  marked  triceps  weakness  de- 
veloped that  recovered  in  one  week.  Significant 
radicular  pain  lasted  for  two  weeks  in  the  sec- 
ond, and  the  third  patient  developed  an  increase 
in  the  right-sided  weakness  and  new  weakness 
on  the  left.  In  this  latter  patient,  a repeat 
myelogram  demonstrated  a persistent  defect  at 
the  operative  level,  and  the  surgical  procedure 
was  repeated  with  resolution  of  the  neurologic 
symptoms. 

The  four  patients  with  iliac  donor  site  prob- 
lems included  three  who  complained  of  pain 
postoperatively,  and  one  who  developed 
hypotension  secondary  to  the  extraperitoneal 
bleeding  from  the  hip  wound.  A four  unit 
hematoma  was  evacuated  on  the  first  post- 
operative day  with  a total  of  13  units  of  blood 
replacement  required. 


DURATION  OF  SYMPTOMS 


Figure  2.  Months  Preoperative 


Two  patients  developed  acute  brain  syn- 
dromes. In  both,  the  onset  was  on  the  second 
postoperative  day  and  was  manifested  by  hal- 
lucinations, disorientation,  and  marked  agita- 
tion. Psychiatric  evaluation  disclosed  poor  real- 
ity testing.  The  diagnosis  of  acute  brain  syn- 
drome of  unknown  etiology  was  made  in  each 
case.  These  syndromes  cleared  spontaneously 
by  the  fourth  and  six  postoperative  days. 

Two  patients  developed  retropharyngeal 
edema  which  was  mild  symptomatically  and 
rapidly  cleared.  One  patient  with  a two-level 
fusion  experienced  collapse  of  the  upper  bone 
plug  with  anterior  angulation.  No  neurologic 
problems  developed  as  a result.  One  patient  de- 
veloped a persistent  Horner’s  syndrome,  and 
there  was  one  death. 

The  literature  reports  dysphagia,  hoarse- 
ness, and  hematomas  as  the  most  frequent  com- 
plications. These  were  seen  to  occur  in  this 
series.  Other  complications  of  similar  frequency 
in  this  series  include  interscapular  pain  de- 
veloping postoperatively  and  severe  headaches. 
The  remainder  of  the  complications  observed 
were  consistent  with  those  reported  by  others. 

Occurrence  of  complications  was  shown  to  be 
directly  related  to  the  number  of  levels  fused. 
Specific  complications  occurred  in  16  per  cent  of 
those  undergoing  one  level  fusion,  and  in  59  per 
cent  of  those  undergoing  multiple  level  fusions. 
It  is  interesting  to  note  that  the  patient  who  had 
collapse  of  the  bone  plug  with  anterior  angula- 
tion of  the  spine  had  undergone  double  level 
fusion,  as  had  the  patient  with  hemorrhage 
from  the  ilium  required  13  units  of  blood  re- 
placement. 
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Summary 

A retrospective  review  of  100  consecutive  an- 
terior cervical  fusions  was  undertaken  and  the 
postoperative  complications  were  reported.  The 


most  frequent  complications  relating  to  the  pro- 
cedure were  hoarseness,  interscapular  pain,  se- 
vere headaches,  iliac  donor  site  problems  and 
progression  of  the  neurologic  symptoms.  Com- 
plications occurred  more  frequently  with  mul- 
tiple level  fusions* 
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Cocaine 

Recreational  Drug  of  Choice? 


Donald  J.  Egan,  MD,  and  David  Owen  Robinson,  PhD,  Denver* 


“The  division  seems  rather  unfair,”  / remarked. 
“You  have  done  all  the  work  in  the  business.  I get  a 
wife  out  of  it,  Jones  gets  the  credit,  pray  what  remains 
for  you?” 

“For  me,”  said  Sherlock  Holmes,  ‘there  still  re- 
mains the  cocaine-bottle.  ’ And  he  stretched  his  long 
white  hand  up  for  it.  ’ 

-“The  Sign  of  Four,”  Arthur  Conan  Doyle. 


Cocaine  has  achieved  considerable  accep- 
tance as  a recreational  drug  and  its  use  is  espe- 
cially prevalent  in  the  resort  areas  of  the  Rocky 
Mountain  West.  Amidst  the  competing  claims 
that  the  drug  is  benign  on  one  hand  or  that  it  is  a 
dangerous  narcotic  on  the  other  hand,  we  re- 
cently reviewed  the  literature^  and  interviewed 
several  clients  whom  we  knew  to  be  present  or 
former  cocaine  users.  Since  the  scientific 
knowledge  of  the  effects  of  this  drug  contains 
some  considerable  gaps,  the  anecdotal  informa- 
tion from  users  may  have  some  value. 

Cocaine  is  extracted  from  coca  leaves  grown 
in  South  America  and  is  well-known  to  the  med- 
ical profession  as  the  only  naturally  occurring 
anaesthetic.  Although  its  pharmaceutical  use 
has  largely  been  replaced  by  synthetics,  it  is 
still  an  acceptable  topical  anaesthetic,  particu- 
larly in  ophthalmology.  Long  before  cocaine 
was  known  to  science,  the  psycho-active  proper- 
ties of  the  drug  were  used  by  the  coca-leaf  chew- 
ers  of  Peru,  and  it  is  these  properties  which  have 
brought  cocaine  to  the  public  notice. 

★ 
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Address  for  correspondence:  Donald  J .Egan,  MD,  University  of  Colorado,  Drug  Rehabili- 
tation Program,  1827  Gaylord  Street,  Denver,  Colorado  80206.  Telephone  (303)  831- 
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Who  Uses  Cocaine? 

If  there  ever  was  a meaningful  stereotype  of  a 
cocaine  user  as  a rich  playboy  or  an  im- 
poverished musician,  it  no  longer  exists.  The 
1972  U.S.  Drug  Commission  Survey  reported 
that  between  four  and  five  million  Americans 
had  tried  cocaine  and  that  number  is  no  doubt 
by  now  an  underestimate.  Recent  reports  in  the 
popular  press  have  indicated  that  cocaine  is 
widely  used  by  a broad  spectrum  of  society.  De- 
spite cocaine’s  high  price  (over  $1,000  an  ounce 
for  adulterated  "street”  cocaine)  its  use  is  by  no 
means  confined  to  the  well-to-do.  One  of  our 
informants  declared  that,  "There’s  a lot  more 
coke  in  the  ghetto  than  there  is  heroin!” 

How  Is  Cocaine  Used? 

Although  cocaine  users  fall  along  a con- 
tinuum, it  is  convenient  to  talk  about  "light” 
and  "heavy”  users  as  two  distinct  groups  since 
many  of  the  variables  associated  with  cocaine 
use  can  be  correlated  with  the  amount  used. 
"Light”  users  invariably  "snort”  (i.e.,  inhale) 
cocaine  in  relatively  small  amounts  (150  to  250 
mg)  in  one  or  two  doses  at  a social  gathering. 
Several  days  or  weeks  may  be  interposed  be- 
tween sessions  of  use  and  supplies  of  the  drug 
• are  kept  for  an  appropriate  occasion,  even  when 
there’s  a lot  of  cocaine  available:  "One  time,  me 
and  some  friends  got  together  and  bought  a 
whole  ounce.  We  had  a snort  or  two  but  then  we 
put  it  away  until  the  week-end  when  we  had  one 
big  party.”  The  "light”  user  is  unlikely  to  in- 
dulge in  other  "hard”  drugs  and  will  use  cocaine 
only  with  alcohol  or  marijuana. 

The  "heavy”  user  probably  does  not  use  more 
cocaine  in  individual  doses,  but  he  is  likely  to 
repeatedly  administer  the  drug  several  times  in 
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a few  hours.  A "heavy”  user  usually  "shoots” 
(injects  I.V.)  the  drug,  often  uses  it  alone  and 
may  go  on  a "run”  in  which  a large  quantity  ( 1 g 
or  more)  is  used  in  successive  doses  until  the 
supply  is  exhausted.^  These  users  are  more 
likely  to  combine  the  cocaine  with  heroin  or 
barbiturates  either  in  a single  injection 
("speedball”)  or  in  a diurnal  pattern  of  morning 
stimulant  and  evening  sedative. 

The  Effects  of  Cocaine 

The  single  most  important  effect  of  cocaine  is 
a period  of  euphoria  which  is  more  intense  and 
short-lived  (30  minutes)  after  injection  than 
after  intranasal  administration  (1  hour). 
Physiologically,  cocaine  causes  an  acceleration 
in  heart  rate  and  a rise  in  blood  pressure.^  Those 
who  snort  cocaine  may  suffer  from  rebound 
hyperemia  of  the  nasal  passages  following  the 
initial  vasoconstriction  and,  in  rare  cases,  nasal 
ulcers  occur.  These  conditions  are  avoided  by 
the  experienced  with  the  use  of  over-the- 
counter  nasal  sprays. 

Many  users  report  that  cocaine  use  is  accom- 
panied by  brief  but  intense  nausea,  but  emesis 
rarely  occurs.  There  is  a suppression  of  appetite 
during  the  brief  period  in  which  the  drug  is 
active  but  this  may  be  replaced  by  a craving  for 
food  at  the  end  of  a "run.” 

There  is  little  question  that  cocaine  prolongs 
physical  endurance;  the  drug’s  reputation  for 
this  attribute  is  supported  by  centuries  of  use  of 
the  coca-leaf  in  South  America.  However,  as 
with  all  psycho-active  drugs,  there  is  no  evi- 
dence that  cocaine  increases  the  powers  of  intel- 
lect (although  users  may  be  disposed  to  think 
otherwise.)  The  drug’s  powers  as  an  aphrodisiac 
are  dubious.  There  are  many  anecdotal  reports 
that  the  drug  enhances  sexual  pleasure,  espe- 
cially for  women.  However,  male  heavy  users 
report  the  opposite:  "Man,  when  you  use  cocaine 
you  look  down  at  yourself  and  you’d  be  real 
embarrassed — it’s  just  shrunk  away.”  It  is 
probable  that  cocaine,  like  alcohol,  can  di- 
minish sexual  inhibitions  when  used  in  small 
quantities,  but  large  quantities  interfere  with 
the  ability  to  sustain  an  erection. 

Is  Cocaine  Addicting? 

Even  when  large  amounts  of  cocaine  are  used 
for  a long  period  of  time,  the  abrupt  cessation  of 


use  does  not  lead  to  a withdrawal  syndrome; 
therefore,  as  Freud  accurately  concluded, 
cocaine  does  not  produce  physical  addiction.'^ 
Further,  repeated  administration  does  not  pro- 
duce tolerance  for  the  drug  from  one  session  to 
another,  although  some  tolerance  does  occur 
within  a "run.”  However,  there  is  a strong  risk 
of  psychologic  dependency  developing  (that  is, 
those  who  have  once  used  the  drug  will  tend  to 
seek  it  again);  animals  given  free  access  to  the 
drug  will  self-administer  it  to  the  point  of 
death. ^ 

Those  who  promote  cocaine  as  a recreational 
drug  argue  that  the  majority  of  users  are  able  to 
control  the  amount  and  frequency  of  use  and 
that  only  a minute  proportion  of  those  who  try 
cocaine  ever  seek  treatment  for  a cocaine  habit. 
Against  this  position,  it  should  be  argued  that 
the  limits  of  psychological  addiction  have  not 
yet  been  tested  since  present  usage  is  controlled 
very  strictly  by  the  tight  supply  and  demand 
situation.  If  cocaine  were  more  readily  availa- 
ble there  is  no  guarantee  that  its  use  would 
continue  to  be  marked  by  frugality.  Surpris- 
ingly, some  of  the  heaviest  users  that  we  talked 
to  were  those  most  vehemently  against  any  re- 
laxation in  the  present  laws  governing  cocaine. 
They  implied  that  weaker-willed  persons  than 
themselves  might  be  unable  to  resist  cocaine’s 
attractions.  (Although  this  is  in  part  a reflection 
of  their  fears  for  their  own  ability  to  control 
their  usage.) 

Overdoses 

Overdoses  of  cocaine  can  cause  severe  physi- 
cal and  psychologic  reactions.  The  "therapeutic 
index”  between  an  effective  dose  and  a lethal 
dose  of  cocaine  is  small  and  there  appears  to  be  a 
great  deal  of  variability  in  the  lethal  doses  in 
various  recorded  deaths.®  Although  250  mg 
might  be  a typical  effective  dose  for  an  in- 
travenous user,  deaths  have  been  attributed  to 
less  than  500  mg  and  1 g is  lethal  in  fifty  per 
cent  of  cases. 

Following  overdose,  death  occurs  due  to  res- 
piratory depression.  Although  specific  mea- 
sures have  been  suggested  for  treatment since 
the  demise  is  rapid  (less  than  30  minutes)  few 
physicians  will  have  an  opportunity  to  inter- 
vene. Two  other  manifestations  of  cocaine  over- 
dose are  more  likely  to  be  observed.  First,  at  less 
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than  lethal  doses  respiratory  distress  may  oc- 
cur.^ None  of  our  informants  have  experienced 
this  condition.  Second,  an  acute  paranoid 
episode  may  follow  cocaine  use.  This  is  most 
likely  to  be  experienced  by  a "heavy”  user  at  the 
end  of  a "run”.  The  psychologic  symptoms  are 
not  unlike  those  of  paranoid  schizophrenia,  and 
information  from  someone  accompanying  the 
patient,  or  the  presence  of  needle  tracks,  may  be 
the  only  clues  that  the  condition  is  temporary 
and  drug-related.  "Formication,”  the  delusion 
that  there  are  insects  crawling  under  the  skin  or 
that  cocaine  crystals  have  been  implanted 
there,  appears  to  be  peculiar  to  this  state.  The 
use  of  minor  tranquilizers  and  of  verbal  reas- 
surance have  been  recommended  for  the  treat- 
ment of  this  condition.'^ 

Conclusions 

Cocaine  use  has  increased  enormously  in  the 
last  few  years  and  its  increasing  popularity 
amongst  middle  and  upper  classes  of  society  has 
raised  the  question  of  legalization  or  de- 
criminalization. However,  the  use  of  the  drug  is 
not  without  risks  and  these  remain  to  be  well- 
studied: 


Risk  of  overdose:  The  therapeutic  index  for 
the  drug  is  low  and,  as  with  all  "street”  drugs, 
cocaine  is  often  adulterated  to  less  than  ten  per 
cent  purity.  The  person  most  at  risk  of  overdos- 
ing is  someone  who  is  accustomed  to  heavily 
"cut”  cocaine  who  is  given  access  to  a supply  of 
pure  pharmaceutical  cocaine  whose  potency  is 
unrecognized. 

Risk  of  psychologic  dependence:  Although 
many  users  claim  to  have  no  difficulty  in  reg- 
ulating their  consumption  there  is  no  way  to 
predict  the  patterns  of  use  if  the  drug  were  made 
more  freely  available.  Like  all  psycho-active 
drugs  the  potential  for  abuse  and  psychologic 
dependence  is  high. 

Risk  of  chronic  side  effects:  There  are  no  data 
available  which  show  that  the  prolonged  use  of 
cocaine  does  not  lead  to  problems  of  physical 
health;  in  particular,  the  possibility  of  liver 
damage  remains  unresearched.^  ® 

Although  cocaine  is  argued  by  some  to  be  one 
of  the  safest  mood-altering  substances  which 
exist,  our  knowledge  of  the  drug  is  quite  limited. 
Its  recreational  use  must  be  regarded  as  a risky 
endeavor.  The  increased  popularity  of  the  drug 
requires  that  physicians  be  aware  of  its  use  and 
alert  to  the  possible  medical  side  effects.  • 
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The  earwig 

The  Truth  About  the  Myth 

J.  D.  Taylor,  MD,  Flagstaff,  Arizona 


Earwig:  Any  of  a family  of  harmless  insects  having 
slender  many -jointed  antennae, -so  called  from  the 
mistaken  belief  that  they  crept  into  the  human  ear.- 
Webster 


"The  name  'earwig’  is  derived  from  an  old 
superstition  that  these  insects  enter  people’s 
ears.  This  belief  is  entirely  without  founda- 
tion.”^ 

"The  name  earwig  comes  from  the  Anglo- 
Saxon  meaning  'ear  creature’  and  most  lan- 
guages have  an  equivalent  popular  name  be- 
cause of  an  ancient,  widespread  but  unfounded 
superstition  that  earwigs  crawl  into  the  ears  of 
sleeping  persons.”^ 

By  the  very  nature  of  their  name,  earwigs 
would  seem  to  be  associated  with  ears.  This 
association  has  generally  been  considered 
mythical.  Perhaps  there  is  some  truth  behind 
the  myth. 


CASE  REPORT 

A 25-year-old  male  graduate  student  was  awakened  at 
four  a.m.  with  pain  in  the  left  ear,  which  increased  to  such 
an  intensity  it  led  him  to  report  to  the  University  Hospital 
emergency  room  an  hour  later.  The  attending  nurse  looked 
into  the  patient’s  ear  with  an  otoscope  and  to  her  surprise  an 
insect,  subsequently  identified  as  an  earwig,  emerged  from 
the  ear  through  the  speculum. 


Thirty-six  hours  later  the  patient  had  only  slight  pain  in 
the  left  ear  when  seen  by  the  author.  Examination  of  the 
drum  revealed  six  distinct  paired  punctate  lesions  in  its 
posterior  aspect.  The  most  posterior  and  inferior  consisted  of 
a linear  tear  of  the  tympanic  membrane  with  one  edge  of  the 
rent  visible  and  with  coagulated  blood  over  an  area  approx- 
imately 3 mm  in  length.  The  mobility  of  the  left  drum  was 
decreased.  Weber’s  test  was  midline  and  Rinne’s  test  was 
bilaterally  positive.  Audiometric  testing  was  normal  and 
symmetrical.  The  patient  was  given  no  medication  but  only 
advised  concerning  protection  of  the  ear.  He  was  seen  again 
in  two  days  at  which  time  he  was  totally  free  of  pain.  The 
small  perforation  was  not  noted  at  that  time  and  the  drum 
was  fully  mobile  though  the  initial  lesions  were  still  visible. 
Three  months  later  the  patient’s  ear  was  checked  again,  and 
the  examination  was  entirely  normal. 

Discussion 

Forficula  auricularia  and  similar  species  of 
the  earwig  range  in  size  from  10  to  40  mms  and 
because  of  their  striking  appearance  are  easily 
identifiable.  The  large  pincer-like  forceps  at  the 
rear  of  the  abdomen  are  thought  to  serve  some 
purpose  in  mating  and  possibly  in  defensive  ac- 
tion. 
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There  is  a long  standing  European  tradition 
that  the  earwig  enters  the  ears  of  sleeping  per- 
sons, and  an  apparent  entomologic  tradition  of 
debunking  this  "myth.”  With  one  exception^ 
none  of  the  authoritative  sources  consulted 
even  admit  to  the  possibiltity  of  an  earwig  en- 
tering an  ear.^’“  The  earwig  is  a nocturnal 
creature  and  known  to  live  in  moist  and  musty 
places.  It  was  of  interest  that  this  patient  re- 
sided in  a somewhat  damp  and  old  basement 
apartment.  The  patient’s  wife  was  of  European 
extraction  and  did  not  seem  at  all  surprised  at 
this  incident,  relating  that  her  grandmother  in 


Europe  had  often  warned  her  that  they  would 
"crawl  into  your  ears  and  eat  out  your  brains”,  a 
remark  that  is  duplicated  in  one  of  our  folklore 
sources. The  same  reference  also  reported  a 
method  of  removal,  "lie  down  on  the  ground 
with  the  ear  against  some  newly  turned  up  soil, 
and  the  earwig  will  run  out  again”. 

Summary 

T here  is  an  ancient  myth  that  earwigs  enter  the  ear. 
The  truth  is  that  they  sometimes  do  just  that.  Such  a 
case  has  been  presented,  m 
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Streptococcal  disease 

An  Effective  Surveillance  and  Control 
Program  in  a Large  School  District 

Carl  J.  Johnson,  MD  and  Edward 
Nickum,  MA,  Lakewood,  Colorado* 


This  manuscript  describes  a program  developed  to 
prevent  epidemics  of  strep  throat  and  to  decrease 
prevalence  rates  of  streptococcal  disease  among 
school  children  in  Jefferson  County,  The  program 
differs  from  others  in  that  it  may  be  used  in  large 
school  districts  at  low  cost. 


Since  the  inception  of  the  successful  screen- 
ing program  for  streptococcal  disease  in  Casper, 
Wyoming  some  20  years  ago,  there  has  been 
increasing  interest  among  the  residents  of  Jef- 
ferson County  in  the  development  of  a similar 
program,  because  this  area  has  high  prevalence 
rates  of  this  disease,  and  epidemics  in  schools 
Eire  not  uncommon^.  However,  because  of  the 
large  size  of  the  county  school  district  (a  mid- 
year enrollment  of  80,000),  it  was  thought  that 
the  cost  would  be  exorbitant. 

Patterns  of  prevalence  of  streptococcal  dis- 
ease among  grade  levels  in  the  schools  have 
been  studied  by  McGuire,  who  has  noted  that 
second  graders  statistically  have  the  highest 
prevalence  rates  of  streptococcal  infection  in  the 
schools  a could  serve  as  a sentinel  group  to  de- 
tect pre-epidemic  situations  permitting  an 
early  intervention  with  control  measures^. 

Acting  on  this  suggestion,  the  Jefferson 
County  Health  Department  developed  a mod- 
ified surveillance  and  control  program  to  detect 
and  prevent  epidemics  of  strep  infection  in  large 
school  districts.  A pilot  program  was  designed  to 
serve  the  twelve  private  schools  in  the  county 

'h 
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(mid-year  enrollment  of  2,800).  All  second 
graders  in  each  school  were  selected  as  a sentinel 
group  for  testing.  A prevalence  rate  above  20% 
in  the  second  graders  in  any  school  resulted  in  a 
recommendation  to  the  school  administration 
that  all  children  and  staff  be  tested  for  strep- 
tococcal infection.  The  prevalence  rate  of  20% 
was  arbitrarily  chosen  as  an  epidemic  level,  be- 
cause this  was  a rate  about  twice  the  expected 
rate  for  second  graders  in  the  community.  This 
program  was  presented  to  each  of  the  twelve 
private  schools  and  was  unanimously  accepted. 
Teachers  and  parents  were  enthusiastic  about 
this  new  service. 

School  nurses  were  instructed  in  throat- 
swabbing  technics  required  to  achieve  high  re- 
covery rates  for  the  streptococcus  organism.  The 
school  nurses  organized  volunteers  and 
oriented  school  administrative  staff  to  the  oper- 
ation of  the  program.  Letters  of  information  and 
permission  slips  were  sent  home  with  the  chil- 
dren one  day  prior  to  the  routine  surveillance 
program.  Where  it  was  necessary  to  follow  the 
surveillance  program  with  culturing  of  the  en- 
tire student  body  and  staff  (a  strep  control  prog- 
ram), the  permission  slips  were  not  used,  since 
the  epidemic  situation  obviated  the  need  for 
permission  slips.  The  actual  testing  procedure 
for  all  second  graders  in  a school  usually  re- 
quired less  than  30  minutes  once  it  had  been  set 
into  operation.  This  was  the  usual  procedure:  A 
volunteer  registers  each  child  and  gives  the 
child  a Culpak-kit®  with  a laboratory 
number.**  The  child  proceeds  to  the  next  sta- 
tion where  a nurse  or  a trained  volunteer  swabs 
the  child’s  throat.  The  swab  is  then  taken  by  one 
of  two  other  volunteers,  who  opens  the  carrier 

**9tK)6  Culpak-kiU,  Falcon  Div.,  Becton  Dickinson  & Co, 
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TABLE  1 


Average  prevalence  rates  of  streptococcal  throat  infection  in  second  grade  children  (surveillance  program) 
in  12  private  schools,  and  in  grades  K-8  (strep  control  program)  in  those  schools  where  prevalence  rates 
were  greater  than  20%  in  second  grade  children. 

Surveillance  Program  (Second  grade  only)  Strep  Control  Program  (all  grades  tested**) 


Testing 

No.  of 

Children 

2nd  grade 

Schools 

Chi  Idren 

No. 

Prevalence 

cycle 

schools* 

tested 

prevalence 

above  20% 

tested 

positive 

(average) 

1 

Winter  1974 

1 2 

455 

1 9.3% 

5 

1 239 

262 

21  .1  % 

2 

Fall  1974 

12 

277 

8.3% 

1 

1 40 

23 

16.4% 

3 

Winter  1 975 

12 

360 

9.2% 

2 

521 

37 

7.1% 

4 

Spring  1 97  5 

12 

347 

4.6% 

1 

1 36 

1 4 

1 0.3% 

5 

Fall  1975 

10 

300 

5.3% 

0 

— 

6 

Winter  1 976 

10 

296 

3.7% 

1 

182 

9 

4.9% 

7 

Spring  1976 

10 

291 

7.9% 

2 

633 

29 

4.6% 

Mid-year  enrollment,  2,800. 

Does  not  include  second  graders  tested  in  surveillance  program. 


for  the  Culpak-kit®  and  streaks  the  media- 
impregnated  paper.  After  drying  for  at  least  one 
minute,  the  media-impregnated  paper  is  rein- 
serted in  the  carrier.  The  cultures  are  processed 
and  interpreted  at  the  health  department 
laboratory  by  the  one-step  fluorescence  inhibi- 
tion procedure^.  All  cultures  arrive  at  the 
laboratory  prior  to  11:00  AM  by  plan.  This  per- 
mits laboratory  staff  to  complete  the  test  and  to 
telephone  the  results  for  the  positive  cases  by 
the  afternoon  of  the  following  day.  The  results 
are  received  by  the  school  secretary,  who 
notifies  each  parent  by  phone.  A notice  is  also 
sent  home  with  the  child,  explaining  that  the 
child  has  received  a positive  test  result  and  that 
the  signature  of  a physician  is  required,  indicat- 
ing that  the  child  has  been  examined  and 
treated.  Those  found  with  positive  cultures  are 
requested  not  to  return  to  school  until  24  hours 
after  treatment. 

Of  the  1,897  children  tested,  367  children 
(19.3%)  were  found  to  have  undiagnosed  group 
A beta-hemolytic  streptococcal  infections  and 
were  sent  to  physicians  for  treatment.  In  the 
first  testing  cycle,  five  of  the  12  schools  tested 
had  prevalence  rates  greater  than  20%  for  the 
second  graders  and  testing  of  the  entire  school 
was  required.  As  expected,  prevalence  rates 
were  high  overall  for  the  first,  second  and  third 
grades.  Beyond  the  third  grade,  prevalence 
rates  decreased.  More  consistently  high  preva- 
lence rates  were  found  in  the  second  graders  in 
this  study,  as  McGuire  suggested. 


In  every  school  in  which  the  prevalence  rate 
exceeded  20%  in  the  second  graders,  the  preva- 
lence rate  was  elevated  in  at  least  one  other 
grade  level.  At  school  C where  the  prevalence 
rate  for  second  graders  was  34%,  prevalence 
rates  at  other  grade  levels  varied  from  46%  in 
the  first  graders  to  a low  of  24%  in  the  eighth 
graders,  with  an  overall  prevalence  of  33%. 

Seven  testing  cycles  in  the  private  schools 
have  now  been  completed,  and  the  results  are 
summarized  in  Table  1.  During  the  second  cycle 
in  the  fall  of  1974,  the  average  prevalence  rate 
in  second  graders  was  8.3%,  less  than  half  that 
found  in  the  first  testing  cycle  the  previous 
winter.  Normally  prevalence  rates  are  higher  in 
the  winter.  However,  in  the  second  winter  of  the 
program  in  the  private  schools  we  found  a rate 
of  only  9.2%  in  the  second  graders,  with  an 
overall  prevalence  of  7.1%  for  all  grade  levels, 
less  than  half  that  found  the  previous  winter.  A 
fourth  testing  cycle  completed  in  the  spring  of 
1975  found  only  4.6%  positive  for  strep  in  the 
second  graders,  and  only  one  school  with  a rate 
above  20%  in  second  graders. 

The  Jefferson  County  Public  Schools  began 
participation  in  the  surveillance  and  control 
program  in  1975.  In  the  first  cycle,  there  were 
3999  second  grade  students  tested  and  491 
(12%)  were  found  with  strep  infections  (Table 
2).  The  prevalence  rates  in  the  second  graders 
ranged  from  0 to  31%,  and  nine  schools  had 
prevalence  rates  greater  than  20%,  requiring 
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TABLE  2 


Average  prevalence  rates  of  streptococcal  throat  infection  In  second  grade  children  (surveillance  program) 
in  80  public  schools,  and  in  grades  K-6  (strep  control  program)  in  those  schools  where  prevalence  rates 
were  greater  than  20%  in  second  grade  children. 

Surveillance  Program  (Second  grade  only)  Strep  Control  Program  (all  grades  tested* * ) 


Testing 

No.  of 

Chi  Idren 

2nd  grade 

Schools 

Chi  Idren 

No. 

Prevalence 

cycle 

schools* 

tested 

prevalence 

above  20% 

tested 

positive 

(average) 

Winter  1975 

73 

3999 

12.3% 

9 

2575 

251 

9.7% 

Fail  1975 

80 

4658 

3.7% 

1 

83 

4 

4.8% 

Winter  1976 

80 

4829 

5.4% 

0 

Spring  1976 

80 

4792 

5.6% 

0 

Mid-year  enrollment,  80,000. 

Does  not  include  second  graders  tested  in  the  surveillance  program. 


testing  of  all  grade  levels.  One  class  of  third 
graders  had  a rate  as  high  as  41%.  As  expected, 
average  prevalence  rates  were  greater  for  the 
second  grade  children,  23.7%,  as  compared  with 
the  next  highest  prevalence  rate  (13.7%)  for  the 
first  graders.  The  higher  elementary  grades, 
4-6,  had  a prevalence  rate  of  8%  compared  to 
14%  for  grades  K-3.  Although  only  four  cycles  of 
the  program  have  been  completed  in  the  public 
schools,  a downward  trend  in  prevalence  rates 
appears  to  parallel  that  seen  in  the  private 
schools.  In  the  second  winter  of  the  program  we 
found  less  than  one  half  as  many  children  in  the 
second  grades  positive  for  streptococci  as  in  the 
first  winter,  and  no  schools  had  second  graders 
with  rates  greater  than  20%,  as  compared  with 
nine  schools  the  previous  winter. 

Only  a small  number  of  streptococcal  control 
programs  have  been  established  since  the  first 
was  developed  in  the  schools  in  Casper,  Wyom- 
ing^' These  programs  in  general  have  em- 
phasized mass  screening  of  school  children  in 
small  school  districts.  Zimmerman  and  others 
have  made  use  of  a modified  program  combining 
screening  of  a random  sample  of  children  with 
all  children  with  symptoms,  a somewhat  less 
costly  program®. 

The  large  school  districts  have  been  reluctant 
to  adopt  streptococcal  control  programs  because 
of  the  anticipated  high  cost  of  performing  throat 
cultures  for  large  numbers  of  children,  and 
often  available  laboratory  facilities  have  been 
inadequate®.  In  addition,  there  has  been  a reluc- 
tance to  adopt  programs  because  of  anticipated 
problems  with  acceptance  by  the  medical  com- 
munity. As  a result  there  are  no  formal  strep- 


tococcal control  programs  in  large  school  dis- 
tricts. 

The  essential  feature  of  this  program  is  the 
use  of  a sentinel  group  in  each  school  to  allow 
control  efforts  to  be  focused  on  those  schools 
where  epidemics  have  been  identified.  In  this 
program,  we  accepted  a prevalence  rate  in  sec- 
ond graders  above  20%  as  evidence  of  an 
epidemic.  The  use  of  existing  school  and  health 
department  staff  and  many  volunteers  help 
keep  costs  low.  The  actual  cost  was  small,  about 
41c  for  the  laboratory  supplies  for  each  child 
tested,  or  about  $3,000  to  perform  one  complete 
testing  cycle.  At  first  the  average  prevalence 
rate  in  the  public  schools  was  11%,  (average  of 
both  surveillance  and  strep  control  programs) 
or  about  one  infected  child  in  nine,  resulting  in  a 
cost  of  about  $3.70  to  test  nine  children  to  find 
the  one  child  with  a positive  culture.  This  initial 
rate  fell  to  4.5%  in  the  fall  of  1975,  was  5.4%  in 
the  winter  of  1976  and  5.8%  in  the  spring  of 
1976,  a much  lower  rate  than  usually  experi- 
enced in  this  area.  At  these  lower  prevalence 
rates,  the  cost  of  finding  each  child  with  an 
undiagnosed  strep  throat  infection  may  rise  to 
$10  or  more.  The  program  has  been  enthusiasti- 
cally received  by  parents  in  the  district,  and  has 
had  near-unanimous  support  by  the  medical 
community. 

Summary 

Recurring  high  prevalence  rates  and 
epidemics  of  strep  disease  in  county  schools  led 
to  development  of  a surveillance  and  control 
program.  Second  graders  of  each  school  were 
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selected  as  sentinel  groups  for  routine  testing, 
since  this  age  has  highest  prevalence  rates. 
Schools  with  higher  absenteeism  rates  were 
given  priority.  Prevalence  rates  above  20%  in 
second  graders  was  followed  by  testing  of  all 
children  and  staff.  Those  with  positive  cultures 
did  not  return  to  school  until  24  hours  after 
treatment.  A pilot  program  in  12  schools  was 
successful. 


The  program  was  expanded  to  include  all 


public  schools  (80,000  children).  Initial  preva- 
lence rates  in  individual  classrooms  were  as 
high  as  46%,  and  for  schools  as  high  as  33%. 
Average  prevalence  rate  for  all  children  tested 
in  the  winter  of  1974  was  19%,  11%  in  the 
winter  of  1975,  and  5%  in  the  winter  of  1976. 
Volunteers  do  the  actual  culturing  and  deliver 
specimens  to  the  laboratory.  Direct  cost  of  the 
program  is  laboratory  support,  42c  per  child. 
The  program  is  considered  to  be  very  successful. 
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Free  tissue  transfer 

-a  new  era  in  reconstructive  surgery 


Ian  Winspur,  MD,  and  Dennis  B.  Phelps,  MD,  Denver* 


For  centuries  reconstructive  surgeons  have 
dreamed  of  replacing  amputated  parts  and  mov- 
ing tissues  from  one  area  of  the  body  to  another. 
A number  of  early  reports  exist^'^  of  the  appar- 
ently successful  reattachment  of  amputated 
noses,  scalps,  and  portions  of  fingers  by  simple 
replacement  and  resuture  of  those  severed  parts 
without  formal  reconstitution  of  circulation. 
These  "replanted”  tissues  can  withstand  total 
ischemia  for  a short  time,  are  further  margin- 
ally sustained  by  simple  diffusion  of  metabo- 
lites over  the  first  twenty-four  hours,  and  begin 
to  be  revascularized  within  fortyeight  hours  by 
capillary  ingrowth.  We  make  use  of  this 
physiologic  phenomenon  today  in  the  transfer  of 
composite  tissue  grafts.  For  example,  the  graft- 
ing of  a section  of  ear  cartilage  and  skin  to  the 
nose  can  be  performed  to  create  a new  nostril 
margin.  However,  we  know  this  process  to  be 
unpredictable  and,  in  general,  tissue  blocks  of 
over  one  cubic  centimeter  will  not  remain  viable 
although  somewhat  larger  grafts  may  survive 
in  children.  Therefore,  the  successful  free  trans- 
fer of  larger  islands  of  tissue  requires  formal 
revascularization  at  the  time  of  transfer. 

The  development  of  free  tissue  transfer  in 
clinical  surgery  has  its  origins  in  two  separate 
advances  that  have  taken  place  in  reconstruc- 
tive surgery  over  the  last  fifteen  years.  First, 
the  concept  of  axiaP  or  arterialized  flaps  was 
formulated  and  has  been  explored  and  ex- 
panded. An  axial  flap  is  an  area  of  skin,  sub- 
cutaneous tissue  and,  in  some  cases,  underlying 
muscle  with  an  anatomical  ly-constant  arterial 
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input  supplying  a closed  system  of  arterioles, 
capillaries,  venules  and  veins,  which  drain  into 
one  or  two  large  anatomically-constant  veins. 
The  complete  island  of  tissue  can  be  elevated  on 
its  vascular  pedicle  alone  and  will  survive  in  an 
adjacent  anatomic  site  provided  the  vessels  are 
not  kinked.  Examples  of  axial  flaps  are  the 
delto-pectoral  flap  popularized  by  Bakamjian^ 
and  the  groin  flap  of  McGregor^.  Other  exam- 
ples are  the  dorsalis  pedis  island  flap,  the  latis- 
simus  and  gracilis  muscle,  and  myo-cutaneous 
flaps,  and  the  composite  intercostal  flap  of  skin, 
subcutaneous  tissue  and  rib  nourished  by  the 
appropriate  intercostal  vessels.  These  flaps 
have  a wide  range  of  application.  They  are 
large.  Groin  flaps  25  x 15  centimeters  have  been 
raised  successfully.  They  can  be  moved  over  ex- 
tensive areas  adjacent  to  their  donor  beds.  Also 
their  superior  vascular  supply  may  allow  trans- 
fer to  poorly  vascularized  or  unhealthy  areas. 

The  logical  extension  of  the  axial  flap  concept 
is  free  transfer  of  these  flaps  to  any  required 
area.  Indeed,  the  Scottish  plastic  surgeon  Gib- 
son® proposed  just  this  in  1957  and  proceeded  to 
experiment  in  dogs.  Unfortunately  his  work 
antedated  the  necessary  technics  for  micro- 
vascular  anastomoses,  and  he  attempted  to 
maintain  the  viability  of  the  flaps  by  perfusing 
the  nutrient  artery  with  oxygenated  blood  deli- 
vered by  an  extra-corporeal  pump  until  such 
time  as  the  flap  should  develop  its  own  vascular- 
ity from  the  bed  and  surrounding  tissue.  These 
attempts  failed  principally  due  to  hemolysis  of 
the  perfused  blood  caused  by  the  pump.  Yet 
Gibson’s  ideas  and  experiments  stimulated 
many  surgeons  throughout  the  world  to  further 
experimentation  and  research  in  microvascular 
and  free-flap  technics. 
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Fig.  1-Preoperative  photograph  shows  ulceration  of  the  base  of  the 
exenterated  orbit  with  exposure  of  bone  and  the  presence  of fistulae 
which  communicate  with  the  interior  of  the  skull,  nose,  and  mouth. 
Conventional  reconstruction,  attempted  on  three  previous  occa- 
sions, was  deemed  impossible. 

The  pioneering  work  in  micro-vascular 
surgery  was  performed  in  the  early  1960’s  by  a 
number  of  American  surgeons  working  inde- 
pendently.’’® They  showed  that  high  patency 
rates  could  be  achieved  in  the  anastomosis  of 
vessels  of  1-1.5  millimeter  in  diameter  using  the 
operating  microscope,  microsurgical  instru- 
ments, and  atraumatic  technic.  Precision  mi- 
crovascular  surgery  was  soon  employed  for  digi- 
tal replantation.  Thus,  the  essential  technics  for 
free-flap  transfer  became  a clinical  reality. 

After  extensive  work  on  dogs  and  monkeys 
the  first  clinical  free-flap  transfer  using  micro- 
vascular  technic  was  attempted  in  1969  by 
Buncke  and  Kaplan’®  in  San  Mateo  County 
General  Hospital  in  California.  This  case  con^ 
sisted  of  the  free  transfer  of  a groin  flap  to  a 
defect  in  the  floor  of  the  mouth  with  anas- 
tomosis of  the  groin  vessels  to  the  anterior  facial 
vessels.  The  flap  fared  beautifully  over  four 
weeks  and  another  surgical  milestone  had  ap- 
parently been  reached.  However,  it  sub- 


Fig. 2-The  free  flap,  based  on  the  dorsalis  pedis  artery,  has  been 
elevated  completely  on  a long  vascular  pedicle,  but  is  left  to  perfuse 
until  the  moment  of  transfer  so  that  total  ischemia  time  will  be 
minimal. 

sequently  began  to  slough,  not  through  failure 
of  the  anastomoses  but  due  to  a salivary  leak 
causing  necrosis  initially  to  the  underside  of  the 
flap  and  eventually  to  the  entire  flap.  The  mi- 
crosurgical triumph  was  lost  to  a reconstructive 
failure.  Since  that  first  attempt  many  hundreds 
of  free  flaps  have  been  successfully  transferred 
in  microsurgical  centers  in  America,  Australia, 
Japan,  and  Europe.” 

We  believe  the  case  detailed  below  to  be  the 
first  successful  free  tissue  transfer  with  micro- 
vascular  anastomoses  performed  in  the  Rocky 
Mountain  area. 

CASE  REPORT 

A fifty-seven  year  old  Wyoming  man  developed  an  exten- 
sive squamous  cell  carcinoma  of  the  right  cheek  which  was 
excised  in  1969  and  re-excised  in  1970.  Recurrence  in  1971 
required  right  orbital  exenteration,  simultaneous  maxillec- 
tomy  and  modified  neck  dissection.  Radiation  therapy  was 
given  post-operatively  to  the  face  and  neck.  The  large  skin 
and  soft  tissue  defect  over  the  right  orbit,  maxilla  and  cheek 
was  covered  initially  by  a split  thickness  skin  graft  which 
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Fig.  3-Three  months  after  surgery  the  free  flap,  sustained  by  circula- 
tion through  microvascular  anastomoses  in  the  neck,  is  viable  and 
has  healed  completely.  It  brings  additional  vascularity  to  the  region 
and  has  improved  the  irradiated  tissue  about  its  margins. 


failed.  Subsequently  a right  delto-pectoral  flap  followed  by  a 
left  reverse  cervical  flap  were  attempted  and  both  were 
unsuccessful  in  covering  the  irradiated  bone  of  the  right 
orbit,  the  lateral  nasal  margin  and  ethmoid  air  cells,  and  the 
remnants  of  the  maxillary  sinus.  The  last  unsuccessful  at- 
tempt at  surgical  coverage  was  in  1975  after  which  a large 
hideous  irradiated  defect  remained.  (Fig.  1.)  The  patient 
had  disguised  the  area  with  a heavy  black  patch  over  gauze 
dressing  which  required  changing  2-3  times  a day.  The 
dressings  also  served  to  prevent  excessive  reflux  through  an 
oro-cutaneous  fistula  which  ran  from  his  right  upper  buccal 
sulcus  to  the  inferior  border  of  the  wound.  Because  he  had 
remained  tumor-free  for  six  years,  and  was  otherwise  fit  and 
well,  it  was  felt  that  a further  attempt  at  coverage  should  be 
made. 

On  June  3, 1977  transfer  of  a free  flap  from  the  dorsum  of 
the  foot  based  on  the  dorsalis  pedis  artery  and  saphenous 
vein  was  undertaken.  Two  teams  of  two  surgeons  simul- 
taneously prepared  the  cervico- maxillary  region  and  dissec- 
ted the  dorsal  aspect  of  the  foot.  Following  elevation,  the 
dorsalis  pedis  flap  was  left  to  perfuse  upon  its  vascular 
pedicle.  (Fig.  2.)  The  neck  exploration  was  carried  out 
through  the  base  of  the  existing  flap  and  was  carried  into  the 
irradiated  field.  The  patent  stump  of  the  external  carotid 
artery,  identified  pre-operatively  by  angiography,  was  iso- 
lated, as  was  the  stump  of  the  internal  jugular  vein.  The  flap 
and  the  recipient  vessels  were  noted  to  be  of  equivalent  size 
(2.5  mm.).  The  bed  for  the  flap  was  cleared,  and  only  when 
all  dissection  had  been  completed  was  the  vascular  pedicle 


of  the  flap  divided.  Using  microvascular  technics,  the  dor- 
salis pedis  artery  was  anastomosed  directly  to  the  external 
carotid  stump,  and  the  long  saphenous  vein  to  the  stump  of 
the  internal  jugular  vein.  The  clamps  were  removed  and 
flow  through  the  dorsalis  pedis  artery  commenced  im- 
mediately. The  flap  became  hyperemic  and  bleeding  at  the 
edges  was  noted.  Total  ischemia  time  was  one  hour.  The  flap 
was  then  loosely  but  accurately  sutured  into  place  and  the 
donor  defect  covered  with  a split  thickness  skin  graft.  The 
neck  wound  was  closed  and  drained.  The  flap  went  into  a 
"shock-like”  state  on  the  evening  of  surgery  appearing  full 
but  blanched.  The  dorsalis  pedis  pulse  remained  visible  and 
palpable  at  all  times  however,  and  on  the  fourth  post- 
operative day  the  flap  again  became  hyperemic.  Im- 
mediately following  surgery  ballooning  of  the  flap  was  ob- 
served whenever  intra-oral  or  nasal  pressure  was  elevated 
and  therefore  oral  intake  was  withheld  for  four  days.  Clear 
liquid  diet  was  started  on  the  fifth  day  and  the  ballooning 
had  disappeared  by  the  tenth  day.  All  wounds  healed 
primarily  and  sutures  were  removed  on  the  12th  day.  Full 
diet  was  permitted  on  the  14th  day  and  the  patient  dis- 
charged from  hospital  on  the  16th  day  after  surgery. 

The  subsequent  post-operative  course  was  uneventful, 
the  flap  healing  completely  and  bringing  additional  vascu- 
larity to  the  surrounding  marginal  tissues.  (Fig.  3.)  The 
patient  no  longer  needs  his  patch  and  dressings  and  his 
oro-cutaneous  fistula  has  closed.  A pair  of  sunglasses  dis- 
guises his  anopthalmic  orbit. 

Discussion 

The  pre-requisites  for  flap  coverage  in  this 
type  of  case  are  the  following: 

1.  The  flap  must  be  composed  of  extremely 
healthy  and  well  vascularized  tissues. 

2.  The  flap  must  contain  its  own  permanent 
blood  supply  as  its  pedicle  can  never  be  divided. 

3.  The  flap  must  be  of  suitable  size  but  not 
too  bulky  to  be  contoured  to  the  defect. 

Hence  the  classical  tubed  pedicle  flap,  scalp  and 
forehead  flaps  were  unsuitable.  A free  flap  pro- 
vided the  obvious  solution  in  that  it  could  be 
inset  at  one  stage  with  its  permanent  blood  sup- 
ply and  it  would  be  healthy  enough  to  provide 
vascularity  to  the  surrounding  area  of  ir- 
radiated and  marginally-viable  bone  to  allow 
healing  to  this  unhealthy  bed.  The  questions 
remained  whether  suitable  recipient  vessels 
could  be  found  and  which  free  flap  should  be 
used.  External  carotid  angiography  revealed 
the  presence  of  the  stump  of  the  external  carotid 
with  a patent  middle  meningeal  artery  as  its 
only  branch.  There  was  also  evidence  that  the 
stump  of  the  internal  jugular  vein  was  probably 
still  in  existence.  Regarding  the  choice  of  flap,  it 
was  noted  that  the  size  and  quality  of  the  tissue 
required  closely  matched  that  available  with  a 
dorsalis  pedis  flap,  and  that  good  dorsalis  pedis 
pulses  were  present  on  both  sides.  Therefore 
this  was  chosen  as  the  suitable  flap. 
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The  choice  of  a free  flap  with  its  inherent 
advantages  has  proved  justifiable  in  this  case. 
However  there  are  disadvantages  to  free  flap 
transfer.  The  operations  are  long,  technically 
difficult,  and  ideally  require  two  teams  of  sur- 
geons each  with  special  microsurgical  skills  and 
instrumentation.  Free  flap  transfer  should, 
therefore,  only  be  considered  when  conven- 
tional flaps  have  failed  or  are  deemed  impossi- 
ble. 


Summary 

The  technics  of  microvascular  surgery  have 
been  employed  in  the  first  free  tissue  transfer 
performed  in  the  Rocky  Mountain  Region.  A 
free-flap,  based  on  the  dorsalis  pedis  artery,  has 
been  successfully  transferred  to  a large  ir- 
radiated orbital  defect.  Composite  tissue  trans- 
fer has  a variety  of  potential  applications  in 
difficult  reconstructive  cases* 
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Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
VUarnings;  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy.  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia.  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyidopa.  If  a positive  Coombs  test  develops  during 
methyidopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy.  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyidopa  and  the  drug  should  be  discontinued. 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyidopa,  the  drug  should  not  be 
reinstituted.  When  methyidopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive.  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive, 
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usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyidopa.  If  caused 
by  methyidopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued.  Methyidopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur.  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy. 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded.  Methyidopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk. 

Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with  measure- 
ment of:  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyidopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery.  Methyidopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyidopa  or  its  metabolites. 

Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease.  Patients  may  require  reduced  doses 
anesthetics;  hypotension  occurring  during  anesthe: 
usually  can  be  controlled  with  vasopressors.  Hypi 
tension  has  recurred  after  dialysis  in  patients 
methyidopa  because  the  drug  is  removed  by  tl 
procedure. 

Adverse  Reaetions:  Central  nervous  system:  Se(. 
tion,  headache,  asthenia  or  weakness,  usually  ea 
and  transient;  dizziness,  lightheadedness,  symptoi 
of  cerebrovascular  insufficiency,  paresthesias,  park 
sonism.  Bell's  palsy,  decreased  mental  acuity,  involi 
tary  choreoathetotic  movements:  psychic  disti 
bances,  including  nightmares  and  reversible  m 
psychoses  or  depression. 

Cardiovascular:  Bradycardia,  aggravation  of  angi 
pectoris.  Orthostatic  hypotension  (decrease  da 
dosage).  Edema  (and  weight  gain)  usually  relieved 
use  of  a diuretic,  (Discontinue  methyidopa  if  eder 
progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  cc 
stipation,  flatus,  diarrhea,  mild  dryness  of  mouth,  s( 
or  “black”  tongue,  pancreatitis,  sialadenitis. 
//eABte;  Abnormal  liver  function  tests,  jaundice,  li\ 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anem 
Leukopenia,  granulocytopenia,  thrombocytopen 
Positive  tests  for  antinuclear  antibody,  LE  cells,  a 
rheumatoid  factor. 

AHergic:  Drug-related  fever,  lupus-like  syndron 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarc 
ment,  gynecomastia,  lactation,  impotence,  decrees 
libido,  dermatologic  reactions  including  eczema  a 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 
Note:  Initial  adult  dosage  should  be  limited  to  500  r 
daily  when  given  with  antihyperlensives  other  th 
thiazides.  Tolerance  may  occur,  usually  between  se 
ond  and  third  months  of  therapy;  increased  dosage 
adding  a diuretic  frequently  restores  effective  contr 
Patients  with  impaired  renal  function  may  respond 
smaller  doses.  Syncope  in  older  patients  may  be  > 
lated  to  increased  sensitivity  and  advanced  i 
teriosclerotic  vascular  disease;  this  may  be  avoid 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125ri 
methyidopa  each,  in  bottles  of  100;  Tablets,  containii 
250  mg  methyidopa  each,  in  single-unit  packages 
100  and  bottles  of  100  and  1000;  Tablets,  contain! 
500  mg  methyidopa  each,  in  single-unit  packages 
100  and  bottles  of  100  and  500. 

For  more  detailed  information,  consult  your  M 
representative  or  see  full  ^escribing  informati, 
Merck  Sharp  & Dedime,  Division  of  Merck  & Ca,  hi 
West  Point,  Pa.  19486  j6amo7R1(7 
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AAFP  Involves  Coloradans 


Rainer  Named  to  Council 


W.  Gerald  Rainer,  MD,  Denver  Cardiologist,  has  been 
named  to  the  15-member  National  Advisory  Council  of 
Mended  Hearts,  composed  of  individuals  who  have  under- 
gone heart  surgery,  and  encourage  those  in  need  to  undergo 
such  operations. 

Yoder  Heads  Preventive  Medicine  Unit 

Franklin  Yoder,  MD,  Greeley,  Colorado,  director  of  the 
Weld  County  Health  Department,  has  been  elected  chair- 
man of  the  Residency  ^view  Committee  for  Preventive 
I Medicine,  on  which  last  year  he  served  as  vice-chairman, 
j The  group  functions  under  joint  sponsorship  by  the  Ameri- 
J can  Medical  Association  and  the  American  Board  of  Preven- 

I;  tive  Medicine. 

Worlton  Named  Society  President 

James  T.  Worlton,  Colorado  Springs  opthalmologist,  has 
been  named  president  of  the  El  Paso  County  Medical  Soci- 
ety. He  has  been  in  practice  in  Colorado  Springs  for  17  years. 

Other  officers  include  Alfred  J.  Martin  Jr.,  president- 
elect; E.  Eugene  Miller,  MD,  vice  president;  Thomas  C. 
Hoyle,  III,  MD,  secretary;  and  C.  Neal  Jepson,  MD,  trea- 
surer. 


University  of  Colorado  Medical  Center 


Abrams  Honored 

j Adolph  Abrams,  PhD,  acting  chairman  of  the  Department 
of  Biochemistry  at  the  University  of  Colorado  Medical 
Center,  was  awarded  a certificate  of  appreciation  on 
November  14,  1977.  Dr.  Abrams  had  served  as  acting 
chairman  for  four  years.  He  came  to  the  UCMC  in  1954.  On 
June  1,  1978  C.H.  Werner  Hirs,  PhD,  professor  of  biology 
j and  director  of  the  Division  of  Biological  Sciences  at  Indiana 

i University  will  become  department  chairman. 

j SEARCH  Grant  to  UCMC 

I 

I A grant  of  $251,674  in  federal  HEW  funds  inaugurates  an 

effort  to  improve  rural  health  coverage  in  Colorado  as  well 
as  other  areas  of  the  nation.  A new  program  known  as 
SEARCH  or  Statewide  Education  Activities  for  Rural  Col- 
orado’s Health  has  grown  out  of  statewide  concern  for  in- 
adequate rural  health  coverage.  SEARCH  is  a three-phase, 
five  year  program  that  involves  UCMC  and  four  AHEC’s  or 
I area  health  education  centers.  The  grant  was  announced  by 

Colorado  Governor  Richard  Lamm. 

Brunquist  Honored 

E.H.  Brunquist,  MD,  now  89,  for  33  years  a member  of  the 
UCMC  faculty,  where  he  taught  physiology,  was  honored 
recently  as  recipient  of  the  Minoru  Yasui  Community  Vol- 
unteer Award.  He  had  retired  in  1956. 


William  E.  Prescott,  MD,  Grand  Junction,  attended  the 
29th  Amual  Scientific  Assembly  of  the  American  Academy 
of  Family  Physicians  at  Las  Vegas,  Nevada  as  an  alternate 
delegate,  one  of  a number  of  Colorado  members  of  the 
AAFP. 

Among  Colorado  doctors  named  Fellows  of  the  AAFP  are 
Larry  D.  Rush,  Arvada;  Glenn  R.  Rice,  Boulder;  Merrill 
Shidler,  Brighton;  Ken  Olds,  Greeley,  Jack  I.  Paap,  Col- 
orado Springs,  and  John  V.  Buglewicz,  Florence. 

Coloradan  Presents  Paper 

Warren  M.  Hem,  MD,  of  Boulder,  presented  a paper  co- 
written by  him  with  Drs.  Wayne  Miller  and  Kenneth  D. 
Moorhead  of  Boulder  with  Lina  Payne,  R.N.,  at  the  confer- 
ence of  Planned  Parenthood  in  Atlanta  October  11-15. 

Colorado  Springs  Doctor  Named  Officer 

Michael  McNalley,  MD,  Colorado  Springs,  was  named 
President-elect  of  the  Rocky  Mountain  Neurosurgical  Soci- 
ety during  its  annual  meeting  at  Lake  Tahoe,  Nevada,  while 
Thomas  Craigmile,  MD,  Denver  was  named  Historian. 

Former  Colorado  Doctor  Honored 

Juan  del  Regato,  MD,  now  of  Tampa,  Florida,  and  for- 
merly of  Colorado  Springs,  received  a gold  medal  from  the 
American  Society  of  Therapeutic  Radiologists  during  its 
annual  meeting,  held  in  Denver  in  November. 


Grover  Moderates  High  Altitude  Symposium 

Robert  Grover,  MD,  moderated  the  third  annual  High 
Altitude  Medical  Symposium,  October  2,  at  Frisco,  Col- 
orado. Grover,  director  of  the  Cardiovascular  Pulmonary 
Research  Laboratory  at  UCMC,  led  discussions  of  such  al- 
titude problems  as  visual  perception  and  behavioral  con- 
cepts, effect  of  amines  at  high  altitudes,  and  magnesium  and 
other  minerals  in  hypoxia. 

Cancer  Grants  Presented 

Three  major  grants  to  faculty  members  at  UCMC  were 
recently  announced  by  the  American  Cancer  Society. 

William  Robinson,  MD,  professor  of  medicine  and  director 
of  clinical  oncology  in  the  Department  of  Medicine,  received 
a one-year  grant  of  $60,104  to  support  a research  project  on 
the  "growth  of  leukemic”  and  pre-leukemic  cells. 

G.  Barry  Pierce,  MD,  chairman  of  the  Department  of 
Pathology,  received  a one  year  grant  of  $46,806  to  continue 
his  study  into  the  process  of  teratocarcinogenesis  or  the 
development  of  cancer  within  the  fetus. 

Raymond  L.  Erikson,  professor  of  pathology,  received  a 
two  year  grant  of  $34,514  for  research  into  the  missing 
pieces  of  the  synthesis  which  occurs  when  RNA  cancer- 
causing  viruses  make  DNA. 

Honors  to  Talmage 

David  W.  Talmage,  MD,  director  of  the  Webb-Waring 
Lung  Institute  and  UCMC  professor  of  medicine,  microbio- 
logy, and  immunology,  has  been  elected  to  the  Institute  of 
Medicine.  The  Institute  was  chartered  in  1970  by  the  Na- 
tional Academy  of  Sciences  to  examine  public  health  policy 
matters,  and  is  restricted  to  a membership  of  400. 
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From  Page  1 1 
Answer: 

There  are  several  phenomena  represented  on 
the  tracing,  all  clearly  related  to  the  marked 
vagotonia  that  is  frequently  seen  with  inferior 
or  diaphragmatic  myocardial  infarction.  The 
profoundly  slow  heart  rate  of  33  was  certainly 
playing  a role  in  the  hypotension  of  this  patient. 
The  absence  of  a normal  P-QRS  relationship 
excludes  sinus  bradycardia  as  the  sole 
mechanism  in  this  arrhythmia.  Careful 
scrutiny  reveals  atrial  activity  manifested  by 
P-waves  in  diastole  seen  in  the  lower  strip;  if 
one  looks  carefully  at  the  top  strip  there  is  a P 
wave  between  the  QRS  and  the  T wave  in  the 
first  beat,  a P wave  on  the  upslope  of  the  T wave 
in  the  second  beat.  One  can  march  out  regular  P 
wave  activity  thereafter.  The  ventricular  rate 
in  the  top  strip  is  31  beats/min.,  and  in  the  lower 
strip  is  32  beats/min.  The  sinus  node  is  fir- 
ing off  slightly  more  slowly  than  the  lower  pace- 
maker. Because  the  atrial  rate  is  slower  than 
the  ventricular  rate  and  because  there  is  no 
P wave  activity  consistently  preceding  any 
QRS,  this  is  an  example  of  AV  dissociation.  The 
site  of  origin  of  the  ventricular  complexes  must 
be  above  the  bifurcation  of  the  bundle  of  his 
because  the  QRS  is  narrow.  The  QRS  complexes 
arise  from  an  A-V  junctional  pacemaker  near 
the  AV  node.  This  is  not  an  idioventricular 
rhythm  as  the  QRS  complexes  are  not  wide; 
careful  inspection  demonstrates  a slight  degree 
of  ST  elevation  in  these  lead  II  strips,  consistent 
with  the  cinical  diagnosis  of  acute  inferior  wall 
infarction.  While  this  is  A-V  dissociation,  it  is 
also  legitimate  to  call  this  third-degree  A-V 
block.  There  is  P wave  activity  clearly  seen  in 
diastole  when  the  distal  conduction  system 
should  be  able  to  conduct  a subsequent  impulse. 
The  fact  that  none  of  the  P waves  produce  a QRS 
means  that  there  must  be  high-grade  block  at 
the  A-V  node. 

Summary: 

The  rhythm  strips  show  ( 1 ) third-degree  A-V 
block  at  the  A-V  node,  (2)  profound  sinus 


S/p  ACUTE  INFERIOR  M.I.  PRESENTED  IN  SHOCK 


bradycardia,  and  (3)  a slow  A-V  junctional 
rhythm  acting  as  an  "escape”  mechanism  be- 
cause of  the  slow  atrial  rate  and  the  non- 
conducted  P waves. 

Comment: 

While  sinus  bradycardia  and  A-V  conduction 
disturbances  are  frequent  in  acute  inferior  wall 
myocardial  infarction,  these  strips  are  some- 
what unusual  in  that  both  A-V  block  and  pro- 
found sinus  bradycardia  are  present  at  the  same 
time.  One  could  easily  miss  the  P waves  in  the 
top  strip  but  once  they  are  seen  beyond  the  T 
wave  in  the  lower  strip  the  diagnosis  becomes 
quite  clear  that  there  is  independent  atrial  and 
ventricular  activity. 

The  treatment  for  this  arrhythmia  is  at- 
ropine or  isoproternol.  In  the  acute  situation, 
one  mg.  of  atropine  should  be  given  which  is 
likely  to  speed  up  the  atrial  and  ventricular 
rates,  and  very  possibly  enhance  A-V  conduc- 
tion. If  the  patient  did  not  respond  well  to  at- 
ropine, then  a low  dose  isoproternol  drip  should 
be  immediately  instituted.  If  the  patient  re- 
turns to  one-to-one  conduction  with  phar- 
macologic treatment,  watchful  waiting  might 
be  sufficient  if  blood  pressure  and  peripheral 
perfusion  are  returned  to  normal.  On  the  other 
hand,  if  the  A-V  conduction  disturbance  per- 
sisted and  the  patient  remained  hypoperfused, 
then  temporary  transvenous  pacemaking 
would  be  indicated.  It  is  not  mandatory  to  place 
a temporary  pacemaker  in  all  patients  who 
have  heart  block  with  inferior  wall  infarctions, 
as  some  patients  never  show  any  signs  of  im- 
paired perfusion  or  hypotension. 

The  heart  block  and  sinus  bradycardia  in  this 
case  can  predictably  be  related  to  the  anatomy  of 
the  blood  supply  to  the  S-A  and  A-V  nodes. 
While  the  artery  to  the  sinoatrial  node  comes  off 
of  the  right  coronary  artery  in  slightly  more 
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than  50%  of  individuals,  the  blood  supply  of  the 
artery  to  the  A-V  node  itself  almost  always 
arises  from  the  right  coronary  artery.  The  A-V 
conduction  disturbance  occurs  because  of  rela- 
tive ischemia  of  the  A-V  node  seen  in  inferior 
wall  infarctions,  which  most  commonly  are  a 
result  of  right  coronary  artery  disease.  A-V 
nodal  conduction  delay  may  produce  1°  A-V 
block,  Wenckebach  cycles,  higher  grade  A-V 
block,  or  a combination  of  these.  It  is  rare  to 
have  infarction  or  necrosis  of  the  A-V  node 
itself,  and  almost  always  A-V  block  in  inferior 
infarction  disappears  and  normal  conduction 
returns  after  hours  or  days.  Thus,  the  long- 
range  prognosis  for  this  disturbance  is  good  and 
there  is  virtually  never  a need  for  permanent 
pacemaking.  The  sinus  bradycardia  in  this  case 
is  related  to  vagotonia,  as  well  as  ischemia  of 
the  right  coronary  artery,  which  presumably 
gives  rise  to  the  S-A  nodal  artery  in  this  patient. 

Jonathan  Abrams,  MD 


Sorry,  only  139...  but  whot 
we  do  for 


A unique  approach  for  meetings, 
conventions,  seminars  . . . the  "rustic" 
Inn  At  Woodmoor— Air  Force  Academy, 
Colorado 

An  intimate  inn  hidden  away  among  the  pines  and  roll- 
ing fields  of  Woodmoor.  Meeting  facilities  for  two  to  139. 
We  could  take  more  but  we  won't.  Meeting  arrangements 
are  customized  to  your  needs.  And  when  the  free  time 
rolls,  we  entice  you  with  golf,  swimming,  tennis,  horseback 
riding,  boating,  winter  sports  (in  season),  fine  dining,  great 
entertainment  and  tours  (we’re  the  closest  lodge  to  the 
Academy  campus). 

Start  your  super  special  meeting  by  writing  or  calling: 

Dodi  Whitelaw 
Meetings  Coordinator 
P.O.  Box  545,  Monument,  Colorado  80132 
(303)  481-2213  or  toll-free  1 -800-528-1 234 


Major  Credit 
Cards  Honored 
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Colorado 

Doctor  Roger  Kenneth  Kalina  died  November 
12, 1977  in  Denver,  Colorado.  He  was  63,  having  been 
born  September  22,  1914  in  Cleveland,  Ohio.  He  re- 
ceived his  MD  from  Western  Reserve  University  at 
Cleveland  in  1940,  having  received  a BA  from  Adel- 
bert  College  at  Western  Reserve  in  1936. 

Doctor  Kalina  interned  at  St.  Luke’s  Hospital, 
Cleveland  in  1940-41,  and  served  as  a Lieutenant 
Colonel  in  the  U.S.  Air  Force  from  1941-1946.  He 
served  a residency  at  the  Veterans  Administration 
Hospital  in  Cleveland  from  1946-48,  and  at  the 
Windsor  Hospital,  Chagrin  Falls,  Ohio  from  1948- 
1950. 

In  1950  Doctor  Kalina  came  to  Pueblo,  Colorado 
where  he  was  at  the  Colorado  State  Hospital  from 
1950-1951  after  becoming  licensed  in  Colorado.  From 
1951  to  1953  he  served  as  Chief  Psychiatrist  at  Eglin 
Air  Force  Base,  Florida,  and  in  1953  returned  to 
Colorado  State  Hospital  where  he  remained  until 
1959  when  he  moved  to  Canon  City  to  become  a con- 
sultant psychiatrist  at  the  State  Penitentiary. 

In  addition.  Doctor  Kalina  was  medical  advisor  to 
the  Casa  Vista  Nursing  Home  and  Medical  Director 
of  the  West  Central  Guidance  Center,  as  well  as 
psychiatric  examiner  for  the  11th  Judicial  District. 

He  is  survived  hy  his  widow,  Mrs.  Ruth  Kalina. 

Doctor  Burton  L.  Forbes,  of  Denver  died  Thurs- 
day, September  22,  1977.  Born  January  22,  1909  in 
Tucson,  Arizona,  he  was  educated  in  Colorado,  re- 
ceiving his  BA  in  1930,  and  his  MD  in  1933 — both 
from  the  University  of  Colorado. 

He  interned  at  the  Good  Samaritan  Hospital  in 
Portland,  Oregon.  He  practiced  in  Denver  until  his 
death.  He  had  been  a police  surgeon  and  served  as 
Denver  Jail  Physician. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  societies,  the  AMA,  and  the  American 
Academy  of  General  Practice.  He  belonged  to  the 
staffs  of  Rose  General,  Beth  Israel,  St.  Anthony,  and 
Presbyterian  hospitals.  He  was  an  Eastern  Star  and  a 
Mason. 

He  served  with  the  Army  Medical  Corps  in  North 
Africa  and  Europe  in  World  War  11.  having  achieved 
the  rank  of  Captain. 

Doctor  Forbes  was  wed  to  Esther  Landy  in  1962. 
She  survives  the  doctor. 

Doctor  William  D.  Rothwell  died  September  9, 
1977  in  Denver.  He  was  81  years  of  age,  and  had 
practiced  pediatrics  in  Denver  since  1925.  Born  and 
educated  in  Denver,  he  attended  Washington  Uni- 
versity in  St.  Louis,  from  which  he  received  his  MD  in 
1923.  After  an  internship  at  Denver  General  Hospi- 
tal he  opened  a practice  which  with  time  became 
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largely  devoted  to  pediatrics.  He  was  a staff  member 
of  Children’s  Hospital,  St.  Joseph,  Presbyterian,  and 
St.  Luke’s  hospitals.  He  was  a member  of  the  Denver 
and  Colorado  Medical  societies,  the  AMA,  and  the 
American  Academy  of  Pediatrics. 

He  was  a Catholic  and  a member  of  the  Knights  of 
Columbus,  the  Denver  Athletic  Club,  and  the  Uni- 
versity Club. 

In  1929  he  was  married  to  Louise  Hayes  in  Denver. 
She  survives  the  doctor. 

Doctor  David  W.  Boyer,  Pueblo,  Colorado,  died 
September  19,  1977  at  the  age  of  72  years.  Born  and 
educated  in  Kansas,  he  received  his  MD  from  North- 
western University,  Evanston,  Illinois,  in  1933.  After 
an  internship  at  Passarante  Hospital  in  Chicago  he 
accepted  an  orthopedic  residency  at  the  New  Jersey 
Orthopedic  Hospital  (now  Orange  Memorial).  In  1937 
he  opened  a practice  in  Pueblo,  and  joined  the  staff  of 
Corwin  Hospital. 

He  became  assistant  chief  surgeon  for  the  Colorado 
Fuel  and  Iron  Corporation  in  1943,  and  their  chief 
surgeon'in  1969.  He  retired  from  active  practice  in 
1974. 

Dr.  Boyer  was  a member  of  the  Pueblo  County  and 
Colorado  Medical  societies,  and  of  the  AMA.  He  was  a 
Fellow  of  the  American  College  of  Surgeons,  a 
member  of  the  Western  Orthopedic  Association,  and 
a Faculty  Assistant  of  the  University  of  Colorado. 

He  was  a Shriner,  a Rotarian,  and  a member  of  the 
Pueblo  Golf  and  Country  Club. 

He  was  married  to  Frances  Pannill  in  1936.  He  is 
survived  by  his  widow,  two  daughters,  Mrs.  Elizabeth 
Puls,  Boulder,  Colorado,  and  Mrs.  Catherine  Presti, 
Arlington,  Texas,  and  a son.  Dr.  David  Boyer,  Jr., 
Rapid  City,  South  Dakota. 

Doctor  James  R.  Wilson  died  in  Grand  Junction, 
Colorado  on  October  22,  1977  at  the  age  of  80  years. 
He  received  his  MD  from  Syracuse  University  in 
1921,  then  interned  and  served  a residency  in  Pathol- 
ogy at  Peter  Bent  Brigham  Hospital  in  Boston.  Later 
he  served  a residency  in  Pediatrics  at  Cornell.  He 
held  academic  appointments  at  both  Harvard  (In- 
structor in  Pathology)  and  at  Syracuse  (Associate 
Professor  of  Pediatrics). 

His  principal  interest  was  in  foods  and  nutrition. 
He  was  secretary  of  the  AMA  Council  on  Foods  and 
Nutrition,  and  was  consultant  to  many  business  or- 
ganizations such  as  Beechnut,  Quaker  Oats,  IBM, 
and  the  Encyclopedia  Britannica. 

After  an  illness  in  1967  he  retired  to  Grand  Junc- 
tion, Colorado  but  found  he  could  not  remain  idle.  He 
became  director  of  the  Grand  Junction  State  Home 
and  Training  School,  and  later  served  as  Mesa 
County  and  Grand  Junction  Health  Officer. 

He  has  written  more  than  fifty  scientific  articles, 
contributed  to  nine  books,  including  the  Encyc- 
lopedia Britannica. 

He  was  a member  of  the  AMA,  the  Society  for 
Pediatric  Research,  the  American  Academy  of 
Pediatrics,  and  the  Society  for  Experimental  Biology 
and  Medicine. 


In  1929  he  was  married  to  Anna  May  Caldwell  who 
survives  him  as  do  their  three  daughters,  Janet  B. 
Wilson,  Grand  Junction;  Mrs.  Virginia  Yribia,  De- 
nver, and  Mrs.  Margaret  Koeller,  Lyons,  Colorado, 
and  a son  Robert,  Anchorage,  Alaska. 

Doctor  Simon  I.  Miller  of  Denver,  Colorado 
died  Thursday,  August  25,  1977.  He  was  74  years 
of  age.  Born  in  Denver,  November  22,  1902,  he 
was  graduated  in  1927  from  the  University  of 
Colorado  Medical  School,  having  interned  at  St. 
Louis  City  Hospital.  Doctor  Miller  served  as  staff 
physician  at  Beth  Israel  Hospital  and  Rose  Medi- 
cal Center. 

He  is  survived  by  his  wife,  Mrs.  Ruth  Miller, 
and  by  a daughter,  Mrs.  Connie  Kaplan  of  Tuxedo 
Park,  New  York. 

Montana 


Doctor  Julio  R.  Soltero,  Billings,  Montana,  died 
October  30, 1977  at  the  age  of  90.  Doctor  Soltero  came 
to  Billings  in  1945  and  founded  the  Soltero  Medical 
and  Surgical  Group.  He  was  a member  of  the  Mon- 
tana Medical  Association  andthe  Yellowstone  Valley 
Medical  Society  since  1918.  He  retired  in  1967. 

Doctor  Martin  L.  Freese,  Miles  City,  Montana, 
died  October  21,  1977  at  the  age  of  54.  Doctor  Freese 
had  been  a member  of  the  Montana  Medical  Associa- 
tion and  of  the  American  Medical  Association,  and 
both  the  Yellowstone  Valley  Medical  Society  and  the 
Southeastern  Montana  Medical  Society  since  1950. 
Doctor  Freese  was  a psychiatrist  on  the  staff  of  the 
Pine  Hills  School  for  the  past  ten  years.  Prior  to  his 
receiving  his  psychiatric  training  he  practiced  gen- 
eral medicine  in  Roundup  and  at  the  Veterans  Ad- 
ministration Hospital  in  Miles  City. 

Doctor  Frank  L.  McPhail  of  Great  Falls,  Mon- 
tana died  October  23,  1977  at  the  age  of  77.  Doctor 
McPhail  had  been  a member  of  the  Montana  Medical 
Association  and  of  the  American  Medical  Associa- 
tion, and  since  1932  a member  of  the  Cascade  County 
Medical  Society.  He  was  a founder  of  both  the  Mon- 
tana and  Pacific  Northwest  Obstetrical  and 
Gynecological  societies,  and  a founder  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists.  Dur- 
ing 1951-52  he  was  President  of  the  Montana  Medical 
Association. 


The  Hospital  at  the  End  of  the  Santa  Fe  Trail  by  Clark 
Kimball  and  Marcus  J.  Smith,  MD,  reviewed  in  the 
November/December  issue  of  the  Rocky  Mountain  Medi- 
cal Journal  is  available  through  St.  Vincent  Hospital, 
P.O.  Box  2107,  Santa  Fe,  New  Mexico  87501 
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WANT  ADS 


MEDICAL  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED:  To  join  GP  group, 
Accredited  hospital.  Full  privileges.  Write:  Fort  Morgan  Medical 
Group,  P.C.,  9th  and  Main  Streets,  Fort  Morgan,  Colorado  80701. 
We  are  80  miles  from  Denver  and  the  mountains.  Call:  (303)  867- 
5681.  577-12-TFB 


PRACTICE  OPPORTUNITY:  Rural  GP-FP.  1 or  2 doctors.  North- 
ern Colorado  Rockies,  Colorado  River  headwaters.  Mountain  Val- 
ley (Granby).  Unlimited  four  seasons  recreation.  2,000  sq.  ft.  office 
bldg.  Prime  location.  Excellent  schools,  churches,  shopping.  One 
hour  from  Denver.  New  20-bed  full  service  general  hospital.  Ideal 
life  style  - personal-social-family-professional.  Write:  E.G.  Ceriani, 
MD,  Box  497,  Kremmling,  Colorado  80459.  977-10-4 


ANESTHESIOLOGIST  — Board  Certified  or  Board  eligible  for  The 
Western  Colorado  14-man  multi-specialty  group.  Balanced  practice 
and  recreation  opportunity.  Area  served  provided  skiing,  mountain 
trails,  trout  fishing  etc.  Modem  clinic  facility  located  next  to  com- 
munity hospital.  Send  resume  or  contact:  G.  Thomas  Morton,  M.D. , 
Glenwood  Medical  Associates,  P.O.  Box  907,  Glenwood  Springs, 
Colorado  81601.  977-22-3 


PATHOLOGIST,  age  43,  experienced  AP  and  CP,  looking  for 
position  6 months  on/6  months  off,  preferable  in  alternation  with 
incumbent  tired  of  the  full-time  grind.  Contact:  Box  977-24-3B,  c/o 
Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver, 
Colorado  80218.  977-24-3B 


FAMILY  PHYSICIANS  NEEDED  in  growing  community  of  4,000 
with  need  for  one  or  two  FP’s.  Two  FP’s  in  town,  at  present,  and  one 
nearby.  Join  existing  practice  or  solo  practice  available.  Excellent 
recreation  and  economy,  60  miles  from  metro-cities,  and  57-bed 
J.C.A.H.  hospital  in  community.  Trade  area  of  12,000-plus.  U.S. 
graduate  preferred.  Contact:  Lynn  Wattier,  Memorial  Hospital,  104 
W.  17th  Street,  Schuyler,  Nebraska  68661.  Phone:  (402) 
352-2441.  1177-5-3B 


PHYSICIANS  ASSISTANT  looking  for  position  in  Family  Practice. 
B.S.,  Pre-Medicine  at  University  of  Iowa.  B.S.H.,  University  of 
Iowa  College  of  Medicine,  Physicians  Assistance  Program.  AMA- 
Approved  program.  National  Certification.  Call:  Jan  Henstorf  at 
(303)  322-1247,  or  write:  1039  So.  Parker  Road,  Denver,  Colorado 
80231.  1177-11-3B 


COLORADO— FAMILY  PRACTITIONERS  NEEDED  for  com- 
munities with  clean  air,  in  S.E.  Colorado.  Group  practices  with  full 
support  systems  and  administration  provided  by  nonprofit  founda- 
tion. Guaranteed  income,  no  investment,  emphasis  on  quality  of  care 
and  quality  of  life.  R.  Baines,  Executive  Director,  Southeast  Col- 
orado Health  Care  Association,  P.O.  Box  1436,  Lamar,  Colorado, 
81052.  Call:  (303)  336-4914,  Collect.  1177-16-3B 


WANTED:  EMERGENCY  PHYSICIAN.  Full  time.  Career 
oriented.  To  complete  established  5 man  group.  Must  have  minimum 
one  year  residency  in  related  specialty  and  two  years  full  time  E.R. 
experience.  Excellent  opportunity.  Send  resume  to  G.K.  Langstaff, 
MD,  Box  881,  Colorado  Springs,  Colorado  80901.  1177-17-3B 


A UNIQUE  OPPORTUNITY  in  Santa  Fe,  New  Mexico  for  a full- 
time experienced  Family  Practitioner  to  work  in  a salaried  position  in 
a clinic  with  hospital  practice  and  full-time  ER  coverage  available. 
Some  administrative  skills  needed.  To  start  summer  of  1978.  Write: 
Administrator,  La  Familia  Medical  Center,  P.O.  Box  5395,  Santa 
Fe,  New  Mexico,  or  call:  (505)982-4425  for  Dr.  Cohen  or  Dr.  Vom 
Lehn.  1I77-21-2B 

ORTHOPEDIST  NEEDED  for  multispecialty  group  of  48 
physicians.  Unique  opportunity  to  join  a vigorous  group  in  an 
excellent  location.  Write:  Paul  V.  Hoyer,  MD,  Medical  Direc- 
tor, The  Billings  Clinic,  P.O.  Box  2555,  Billings,  Montana, 
59103  or  Call:(406)  252-4141 . 1 177-23-2B 


VA  HOSPITAL,  FORT  HARRISON,  MONTANA,  has  immediate 
opening  for  two  internists.  Fort  Harrison  VA  is  a 160-bed  General 
Medical  and  Surgical  Hospital,  constructed  in  1964  on  beautiful 
grounds  approximately  four  miles  west  of  Helena,  Montana’s 
Capitol  City.  Professional  staff  includes  15  full-time  physicians  and 
24  consulting  physicians.  Medical  Services  has  staff  of  13  people 
including  10  physicians.  VA  offers  liberal  annual  and  sick  leave 
benefits.  Montana  noted  for  pure  air,  fantastic  .scenery,  and  abun- 
dance of  sports  opportunities.  Write:  John  R.  McQuillan,  MD,  Chief 
ofStaff,  VA  Center,  Fort  Harrison,  Montana  59636.  Nondiscrimina- 
tion in  employment.  977-26-3B 


UROLOGIST  AVAILABLE  ANYTIME  1978.  Nine  years  solo 
experience  in  midwest.  Desire  to  locate  in  Western  mountain  area 
where  there  is  a need  for  a urologist.  Board  certified  and  FACS. 
Excellent  references.  Write:  Box  178-5-1 B,  c/o  Rocky  Mountain 
Medical  Journal,  1601  East  19th  Avenue,  Denver,  Colorado 
80218.  178-5-lB 


OTOLARYNGOLIST.  Two  Otolaryngologists  in  practice  for  5 
years  in  Southern  Colorado  looking  for  third  associate.  Write  or  call: 
J.V.  Cichon,  MD,  1925  E.  Oman  Avenue,  Suite  237,  Pueblo, 
Colorado  81004,  or  Call:(303)  564-8750.  178-2-3 


FAMILY  PRACTITIONER  seeking  Christian  “outdoor-type”  with 
several  years  experience  to  enjoy  small  rural  practice  in  beautiful 
Western  Montana.  Close  to  University  of  Montana  and  specialists. 
Back-packing,  skiing,  fishing,  hunting.  Contact:  David  Stengel, 
DO,  Box  58,  Superior,  Montana,  orCall:  (406)822-4822.  178-3-lB. 


STAFF  INTERNIST  NEEDED  FOR  PHOENIX,  ARIZONA. 
Board  eligible  or  certified  in  Internal  Medicine,  responsible  for  some 
diagnostic  examinations,  executive  physical  examinations,  and 
counseling.  Salary  competitive  with  liberal  benefits.  An  Affirmative 
Action/Equal  Opportunity  employer.  Submit  resume  to  Box  178-7- 
IB,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218.  178-7-lB 


WANTED:  GENERAL/FAMILY  PRACTITIONERS.  Two  desired 
to  join  three-physician  health  center  operating  three  satellite  clinics. 
Fishing,  hunting,  boating  immediately  available.  Skiing  within  one 
hour  travel.  Rural  family  lifestyle.  Contact:  Richard  R.  Bell,  Execu- 
tive Director,  Coulee  Community  Hospital  Box  H.  Grand  Coulee, 
Washington  99133,  or  Call:  (509)  633-1753.  178-8-3B 


WANTED:  Locum  Tenens  physicians  for  rural  communities  of 
mountain  states.  Excellent  compensation  plus  benefits,  and  flexible 
practice  arrangements.  For  information,  call  collect  to  Office  of  the 
Medical  Director,  or  write  Health  Services  Research  Institute,  715 
East  3900  South,  Suite  205,  Salt  Lake  City,  Utah  84107.  Call:(801 ) 
261-1000.  178-9-3B 
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WANTED;  GENERAL  PRACTITIONER  OR  INTERNIST  at  Vet- 
erans Administration  Hospital,  Medical  Service,  Denver,  Colorado 
to  perform  examinations  for  disability  claims  and  to  assist  in  the 
employee  health  unit.  Full  Civil  Service  benefits;  40-hour  work 
week;  malpractice  protection  provided;  competitive  salary.  Contact: 
R.I.  Cook,  MD,  V.A.  Hospital,  1055  Clermont  Street,  Denver, 
Colorado  80220  or  Call:(303)  399-8020,  Ex.  353.  The  V.A.  is  an 
equal  opportunity  employer.  178-10-lB 


WANTED:  Surgeon  for  medical  operations  of  5th  Special  Forces 
Bn.,  19th  Special  Forces,  Colorado  Army  National  Guard.  Surgeon 
to  supervise  training  and  operations  for  Special  Forces  Medics, 
Medical  Operations,  treatment  for  injuries,  illnesses  requiring  pro- 
fessional care.  Surgeon  must  become  Airborne  Special  Forces  Qual- 
ified. Intern,  resident  acceptable.  Orthopedic  knowledge  helpful. 
Contact:  Major  Dissinger,  (303)  366-5363,  Extension  247. 

178-14-lB 


PULMONARY  PHYSICIAN  DESIRES  RELOCATION.  Experi- 
enced in  private  practice,  management  of  Respiratory  Therapy  and 
Pulmonary  Function  Departments,  and  fiberoptic  bronchoscopies. 
Available  immediately.  Contact:  Box  178-17-lB,  c/o  Rocky  Moun- 
tain Medical  Journal,  1601  East  19th  Avenue,  Denver,  Colorado, 
80218.  178-17-lB 


POSITION  WANTED  as  medical  receptionist  or  medical  assistant. 
Excellent  references.  Call  (303)  750-7052  or  399-5070. 

178-18-lB 


AN  OPEN  LETTER  TO  PHYSICIANS.  Many  physicians  are  seek- 
ing relief  from  the  ever  increasing  pressures  of  private  practice.  If 
you  area  physician,  57  years  of  age  or  younger,  the  United  States  Air 
Force  Medical  Service  offers  you  an  alternative  and  a unique  chal- 
lenge to  serve. 

The  Air  Force  physician  practices  medicine  in  a group  practice 
environment  with  the  entire  spectrum  of  medical  specialties  availa- 
ble. United  States  Air  Force  Hospitals  are  accredited  by  the  Joint 
Commission  and  are  equipped  with  the  finest  medical  facilities 
available.  Health  care  is  provided  to  every  patient  without  regard  for 
the  patient’s  ability  to  pay.  The  professional  challenges  and  the 
medical  education  opportunities  are  unlimited. 

The  Air  Force  physician  has  time  for  travel,  family,  and  personal 
development.  Available  liberal  fringe  benefits  provide  for  a secure 
and  satisfying  life  style  including  30  days  paid  vacation  annually, 
advancement,  travel,  education,  professional  pay  and  recreational 
opportunities. 

Consider  this  alternative  medical  practice.  Positions  available  in 
primary  health  care  delivery,  most  major  medical  specialties,  and 
medical  research.  Initial  appointment  can  range  up  to  Lieutenant 
Colonel,  based  on  education  and  experience. 

For  further  information,  call  person-to-person  collect,  or  write: 
UNITED  STATES  AIR  FORCE  HEALTH  PROFESSIONS 
PLACEMENT  OFFICE,  1315  KEARNEY  ST.,  or  P.O.  BOX 
20067,  DENVER,  COLORADO  80220,  (303)  837-4525. 

178-21-lB 


PHYSICIAN  WANTED  for  full  or  part-time  work.  Aspen- 
Snowmass  Area.  Fee  for  service  with  generous  remuneration.  Call: 
(313)  837-4718,  evenings.  178-24-2B 


SKI  AREA  PHYSICIAN  WANTED.  Needed  from  January  through 
March  1978  but  could  be  long-term  physician.  Call  or  write:  Dr. 
Thomas  Steinberg,  P.O.  Box  1328,  Vail,  Colorado  81657  or  (303) 
476-5695.  178-25-lB 


UNIVERSITY  OF  WYOMING  COLLEGE  OF  HUMAN 
MEDICINE  offers  an  opportunity  for  two  family  physicians  to 
practice  rural  health  care  in  a team  setting  with  other  health  profes- 
sionals at  the  Energy  Basin  Clinic  in  Hanna,  Wyoming.  These  are 
full  time  faculty  positions  with  the  College  of  Human  Medicine  with 
generous  base  salaries  plus  incentive  pay.  The  positions  require 
learning  and  teaching  one  full  day  a week  at  the  College  of  Human 
Medicine  in  Laramie,  and  spending  another  day  a week  practicing  in 
another  rural  center.  Medical  students  and  family  practice  residents 
will  rotate  through  the  Energy  Basin  Clinic  for  exposure  to  rural 
health  care.  Full  University  fringe  benefits  are  provided  which  in- 
cludes a regular  allowance  for  continuing  education.  These  are 
permanent  positions  supported  with  University  and  local  funds. 
Hanna,  Wyoming  is  in  an  area  of  intensive  energy  development 
located  along  the  Overland  Trail  forty  miles  from  Rawlins,  seventy 
miles  from  Laramie  and  less  than  two  hundred  miles  from  Denver. 
Outstanding  hunting,  fishing,  and  skiing  may  be  enjoyed  in  the 
immediate  vicinity,  and  excellent  schools  through  high  school  have 
been  built  recently  in  the  community.  Individuals  with  Family  Prac- 
tice Board  certification  or  eligibility,  or  rural  practice  experience 
preferred.  If  interested  send  resume  to  David  M.  Holden,  MD, 
Assistant  Dean  for  Clinical  Sciences,  College  of  Human  Medicine, 
University  of  Wyoming,  P.O.  Box  3433,  University  Station, 
Laramie,  Wyoming  82071  or  Call:  (307)  766-6465.  The  University 
of  Wyoming  is  an  Affirmative  Action-Equal  Opportunity 
Employer.  178-23-2B 


PROPERTIES— FOR  SALE 

ELECTRIC  HORSE  WALKER  . . . and  a bam  with  tack  room, 
feed  room,  automatic  horse- watering  system  - yes,  even  a bullring. 
In  fact,  everything  about  this  magnificent  Denver  split-level  ranch 
says  Western  living  at  its  best.  And  everything  is  in  keeping,  from 
the  huge,  peg  wood  floor  country  kitchen  to  the  over  200  trees  on  its 
5-acre  setting.  Bring  the  whole  gang  (there  are  four  bedrooms  and 
lots  of  baths)  and  look  into  this  one-of-a-kind  home.  Reasonably 
priced  at  $327,500.  For  a personal  showing,  call  JACK  SHEL- 
TON at  794-9252,  REALTOR.  VAN  SCHAACK  & CO.,  De- 
nver, Colorado.  1 177-20- 2B 


FOR  SALE:  Ski  Country  orthopedic  and/or  family  practice  clinic. 
Completely  equipped.  Competent  staff,  loyal  local  patients,  heavy 
tourist  influx  both  winter  and  summer.  Four  major  ski  resorts;  also 
hunting,  fishing,  boating,  hiking.  Chalet  home  included.  Good  in- 
come for  solo  year-round;  or  rotate  your  group  and  vacation  with  tax 
writeoff.  Owner  retiring.  Rester  Clinic,  P.C.,  P.O.  Box  708,  Frisco 
on  Lake  Dillon,  Colorado,  80443,  or  Call:(303)  468-5620.  178-4-lB 


PROPERTIES— FOR  LEASE 

FOR  LEASE:  Newly  decorated  office  space.  1620  sq.  ft.  Prime 
location  in  Commerce  City,  Colorado.  Call:(303)  288-5061  or  (303) 
288-1234.  178-6-lB 


MEDICAL  OFHCE  SPACE  AVAILABLE  IN  THE  Woodridge 
building,  conveniently  located  between  Lutheran  and  St.  Anthony 
hospitals,  at  2020  W^sworth  Boulevard,  Lakewood,  Colorado.  A 
variety  of  specialists  are  located  in  the  complex.  Ample  parking 
available.  Units  from  480  sq.  ft.  to  3600  sq.  ft.  now  open.  CaJl:(303) 
429-1536  for  further  information.  178-12-lB 


FOR  LEASE:  Medical  Office  space  in  Wheat  Ridge,  Colorado. 
One-story  building  with  plentiful  parking  next  to  entrance,  1 1 blocks 
from  Lutheran  Hospital.  X-ray  room  with  lead-lined  walls  included, 
also  new  carpet  and  central  air  conditioning.  1000  sq.  ft.  $450  per 
month.  Contact:  Dr.  Michael  L.  Saracino  at  (303)  423-0584. 

178-15-lB 
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MEDICAL  OFFICE  SPACE  AVAILABLE  ON  PART-TIME 
BASIS  in  Rose  Hospital  Medical  Building,  4545  East  9th  Avenue, 
Denver.  Neurologist  and  three  clinical  psychologists  wish  to  sublet 
beautifully  furnished  office  space  for  up  to  20  hours  per  week. 
Handsome  waiting  room,  consultation  rooms,  and  exam  room.  Par- 
ticularly appropriate  for  psychiatrist,  but  others  welcome  to  inquire. 
$250  per  month.  Contact:  Dr.  Heitler,  at  (303)  399-5070.  178- 19- IB 


DO  YOU  USE  PHOTOGRAPHY  IN  YOUR  PRACTICE?  How 
about  as  a hobby?  The  Colour  Company  offers  the  finest  processing 
and  printing  of  photographic  materials  in  the  Denver  area.  The 
highest  quality  and  fast  service  at  reasonable  prices.  Call  or  stop  by 
for  our  schedule  of  services  and  prices.  The  Colour  Company,  2820 
East  17th  Avenue,  Denver,  Colorado,  80206,  or  Call:  (303) 
321-4284.  1177-19-3B 


MEDICAL  OFFICE  AVAILABLE  in  Wheat  Ridge  area;  approxi- 
mately 900  sq.  ft.  suite  with  NO  steps  now  open  in  beautiful  Teller 
Professional  Building  at  7125  W.  44th  Avenue.  Ideal  for  Surgeon  or 
doctor  just  starting  practice.  $6. 00/sq.ft. /year,  utilities  included. 
Three-year  lease.  For  information  Call:  Gene  Smith,  (303)  422- 
7670.  178-22-lB 


MISCELLANEOUS 

nNANQAL  WORRIES  CAN  LEAD  TO  HYPERTENSION,  indi- 
gestion, and  high  blood  pressure!  For  substantive  relief  from  the 
discomforts  of  excessive  taxation,  painful  cash  flow  problems  and 
comatose  investments,  what  you  really  need  is  a specialist.  As  an 
independent  consultant  in  finance,  investments,  and  tax  strategy,  my 
practice  is  dedicated  to  the  highest  standards  of  professional  compe- 
tence and  objectivity.  For  details  please  call  me,  Ronald  J.  Grow: 
(303)  232-0436,  or  write:  Suite  725,  The  Westland  Bank  Building, 
10403  W.  Colfax  Avenue,  Lakewood,  Colorado,  80215.777-11-6B 


FOR  SALE:  Surgical  instruments:  General  surgical,  Neuro,  Vascu- 
lar, thoracic  sets.  Quality  (Scanlan,  Stille,  Codman).  Write  for  list 
and  prices.  Priced  to  sell.  Write:  Dr.  David  S.  Wolf,  7090  East 
Hampden  Avenue,  Denver,  Colorado  80224.  Or  Call:  (303)  758- 
9031.  178-27-lB 


FOR  SALE:  Dark  green,  steel,  five-drawer  “Superfiler”  cabinet  by 
G-F,  for  IV2''  X 9%"  materials.  75  Alphabet  dividers.  Exterior 
dimensions:  13x28x52-V2.  Call:  (303)  322-7651.  178-26-3B 


THE  SOPHISTICATES  are  interesting,  stimulating,  affluent,  single 
and  unattached  Denverites  who  enjoy  meeting  each  other  at  private 
skating,  tennis,  etc.  parties.  For  information  on  the  next  gathering, 
call:  (303)  733-1277.  178-16-lB. 


MONEY  AVAILABLE  FOR:  Physicians,  Surgeons,  Interns,  and 
Residents.  We  also  serve  other  professionals  and  executives.  $5,000 
to  $35,000.  On  a signature  only — no  collateral  basis,  with  up  to  five 
(5)  years  to  repay  and  with  no  prepayment  penalties.  For  additional 
information  Contact:  Geiger,  Tallick  and  McCamey,  Inc. , 14  Inver- 
ness Drive  East — Building  Eight,  Penthouse  K,  Englewood,  Col- 
orado, 80110  or  Call:  (303)  770-2800.  178-20-lB 


MOVING  TO  FORT  COLLINS?  MEDICAL  OFFICE  TO 
RENT  for  starting  year  or  so.  Walking  distance  to  Poudre 
Valley  Memorial  Hospital.  Superior  parking.  960  feet  with 
reception  area,  lab,  two  examination  rooms,  office  three 
toilets,  and  extra  storage-work  area.  Very  reasonable  rent 
below  market.  Call:  (303)  482-4718,  days  or  (303)  482-4510, 
evenings.  178-28-lB 


WANTED  IN  COLORADO  SPRINGS:  EMERGENCY 
PHYSICIANS.  Two  full  time  openings  in  established  group. 
Must  be  career  oriented,  and  have  one  year  related  resi- 
dency. Excellent  opportunity  and  location.  Send  CV  to  G.K. 
Langstaff,  MD,  Box  881,  Colorado  Springs,  Colorado  80901 
or  Call:  (303)  473-6839  Ext.  536  or  520.  178-29-4B 


TRANSCRIBING,  Typing,  Light  Bookkeeping  and  Invoicing  in  my 
home.  Mature,  responsible  lady.  Superior  workmanship.  Excellent 
references.  Pick  up  and  delivery.  Prefer  South  Denver  area.  Call: 
794-4749  after  6 p.m.  178-1-3B 


ACCOUNTING  AND  TAX  SERVICE — Accounting,  tax  service 
for  individuals,  partnerships,  and  corporations.  Complete  per- 
sonalized accounting  and  tax  planning  services.  Competitive  rates. 
Write:  Jeffries  Accounting  & Tax  Service,  13130  East  48th  Avenue, 
Denver,  Colorado  80239,  or  Call:(303)  373-1116  178-1 1-3B 


FOR  SALE:  Used,  complete  x-ray  equipment.  Tank  view  box  caset- 
tes,  film  holders;  also,  Bircher  ultra  sound,  Sanborn  E.K.G. , Stryker 
cast  cutter.  Write  to:  Donald  D.  Plumb,  MD,  4301  Wadsworth 
Boulevard,  Wheat  Ridge,  Colorado  80033  or  Call:  (303)  424- 
6308. 178-13-lB 

WANTED 

ONE  UNUSUAL  DOCTOR  AND  HIS 
WIFE  WHO  ARE  INTERESTED  IN  RE- 
TIRING TO  A BEAUTIFUL  REGION  IN 
THE  SOUTHWEST 

I am  currently  seeking  four  compatible  families  to 
share  in  the  purchase  of,  and  in  the  near  future  to  live 
on,  160  acres  of  beautiful  scenic  land  totally  enclosed 
within  the  Dixie  National  Forest  25  miles  from  Cedar 
City,  Utah.  This  life  will  offer  independence,  stabil- 
ity, and  privacy  in  the  years  ahead.  The  skills  and 
abilities  of  the  families  will  be  complementary,  a 
factor  of  tangible  benefit  in  the  event  of  major 
changes  in  the  future.  I have  an  excellent  option  to 
purchase  this  land,  but  wish  to  be  a part  of  such  an 
ideal  mini-community. 

Cedar  City  is  near  Bryce  Canyon,  Cedar  Breaks, 
Zion,  and  the  North  Rim  of  Grand  Canyon,  and  not 
too  far  from  Lake  Powell  to  periodically  enjoy  boating 
and  also  stock  up  on  fish.  The  land  has  the  legal  right 
to  water  from  a small  stream  on  it  more  than 
adequate  for  all  domestic  and  gardening  needs.  Al- 
titude is  6400  feet  and  the  growing  season  is  OK  for 
gardening.  Southern  Utah  State  College  adds  an  un- 
usual cultural  influence  to  the  fine  town  of  Cedar 
City.  (The  Shakespearean  Festival  there  each  year  is 
superb — don’t  miss  it!)  Population  is  15,000,  with  an 
excellent  medical  center. 

I have  searched  for  years  and  now  have  found  it,  and 
at  a surprisingly  modest  price.  If  seriously  interested, 
write  Charles  H.  Maak,  Metallurgical  Engineer,  Box 
613B,  Tijeras,  N.M.  87059. 
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We’re  in  the  caring  profession,  too. 


You  are  in  the  medical  profession 
because  you  care  about  people.  About 
helping  them  stay  healthy.  And  helping 
them  when  they  aren't. 

Our  business  is  caring,  too.  We  help 
people  keep  their  financial  outlook 
healthy,  even  when  a covered  disability 
keeps  them  from  working. 

That's  why  we  offer  you  an  important 
insurance  plan.  Disability  Income 
Protection,  endorsed  by  the  Colorado 


Tony  Occhiuto 
Suite  206 
902  North  Circle 
Drive 

P.O.  Box  9226, 
Station  A 
Colorado  Springs, 
Colo.  80932 
(303)  471-1083 


Frank  Zarlengo 
Suite  111,  Bldg.  3, 
Plaza  6000 
6000  East  Evans 
Avenue 
Denver,  Colo. 
80222 

(303)  758-3600 


Medical  Society.  It's  a plan  that  can  help 
you  protect  one  of  your  most  valuable 
assets— -the  ability  to  earn  a living. 

And  isn't  that  what  caring 
is  all  about? 

For  more  information,  mail 
in  the  coupon  or  call 
the  Mutual  of  Omaha 
representative  near  you. 


Con  Litz 
Suite  300 
4800  Wadsworth 
Plaza 

Wheat  Ridge, 
Colo.  80033 
(303)  423-2710 


Carl  Roderick 
Greeley  National 
Plaza 
Suite  660 
827  Eighth  Street 
Greeley,  Colo.  80631 
(303)  352-5296 


Mutual 

People  ijou  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE.  OMAHA,  NEBRASKA 


I Colorado  Medical  Society  Insurance  Program 

II  am  interested  in  Mutual  of  Omaha's  personal  service  in  providing  me  information 
on  the  Disability  Income  Protection  plan  available  to  me  as  a member  of  the 
I Colorado  Medical  Society. 

I Name 

I Address 

I City State ZIP  Code 


We  Built  the  Computer 
Built  for  Doctors  . . . 


the  GES  18  . . . 
designed  to  handle 
your  day-to-day  business, 
efficiently  and  at 
the  lowest  cost. 


But  we  do  more  than  just  build  computers. 
We  provide  the  finest  in  training, 
ongoing  support  and  day-to-day  maintenance 
to  make  sure  your  system  is 
operating  smoothly  and  to  your  satisfaction. 

We  install  the  GES  18  in  your  office  at  no  charge. 

We  train  your  staff  with  care, 
making  sure  they  are  confident  and 
comfortable  with  the  system. 

^ Your  maintenance  contract 

ensures  we  are  only  a phone  call  away, 
to  answer  questions, 
train  new  staff  and  help  in  any  way  we  can. 

And  don’t  forget . . . 
as  an  independent  company  we  have  the 
power  to  shop  the  computer  marketplace, 
examining  new  developments  and 
passing  the  benefits  along  to  you. 
As  your  personal  representatives, 
we  will  always  be  able  to 
expand  the  GES  18  to  fit  your  needs. 


For  more  information  call 
or  write  Gilbert  Figueroa, 
Yice-President 
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DIAMOND  MICROSYSTEMS,  INC. 

Diamond  Hill 

2480  W.  26th  Avenue,  Suite  170-B 
Denver,  Colorado  8021 1 
(303)  458-8497 


Neosporiri 
Ointment 

(Polym3odn  B-Badtracin-Neomycini 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat  ^ 
infection  caused  by  common  susceptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  O 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-badtr^n-neomydn). 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  fhan  20  percent  of  the  body  surface  is 


affecfed,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chrqnic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparation; 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  includingfungi.  Appropriate  measuri 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicjty  and  nephrotoxicity 
have  been  reported  (see  Wferning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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MEETII^GS 

University  of  Colorado  School  of  liadicine 
Continuing  iisdieal  Education 


MEW  APPROACHES  TO  CLINICAL  PROILEMS  IN  IMTiR- 
NAL  MEDiCINE 

The  Aspen  Instituto  of  Humanistic  Studim,  Aspen,  Col- 
orado 

March  1».24, 1i7S 

Credit:  Approved  for  23  hours  of  AMA  Category  1 . AAFP 
Credit  appied  for. 

■k** 


POISONING— CUntea!  Toxicology,  Staff  Oevetopmeiit  and 
Emergency  Medical  ServIcM 

Denison  Auditorium,  University  of  Colorado  IMtai 
Center,  Denver,  Colorado 

March  2&-24, 1878 

Credit:  Approved  for  AMA  Category  1 . AAFP  and  ACEP 
credit  appied  for. 

■*** 


DENVER  POSTGRADUATE  INSTITUTE  IN  EMERGENCY 
MEDICINE 

Denver  General  Hospital,  Denver,  Colorado 
May  1-e,  1i78 

Credit:  AMA  Category  1 approved;  ACEP  prescribed  credit 
applied  for. 

Contact;  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 


American  College  of  Surgeons 

CARE  OF  THi  CBITieALLY  ILL  AND  INJURED 
Brown  Palae®  Hotel,  Denver,  Colorado 

March  2Q-12, 1978 

Contact:  John  A.  Boswick,  Jr.,  MD,  Mali  Container  C-309, 
University  ©f  Colorado  Medical  Center,  4200  East  9th  Avenue, 
Denver,  Colorado  80209. 

Credit:  CME  Category  1 credit  applied  for. 


Amsrican  Cellegs  of  Physieians 
UTAH  REGIONAL  MEETING 

University  of  Utah  Medical  Center,  Salt  Lake  City,  Utah 
March  2S-31,  1978 

Contact:  John  Ward,  MD,  University  of  Utah  Medical  Center, 
Sale  Lake  City,  Utah 


New  Orleans  Graduate  Medical  Assembly 

THE  HIGH  RISK  PATIENT 

Tulane  Medical  Center,  New  Orleans,  Louisiana 

March  31 -April  4,  1978 

Contact:  Lois  Neary,  New  Orleans  Graduate  Medical  As- 
sembly, Room  1538  Tulane  Medical  Center,  1430  Tulane  Av- 
enue, New  Orleans  70112. 

Credit:  AMA  Category  1,  AAFP,  ACEP 

New  Mexico  Pediatric  Society 

SPRING  MEETING 

Tennis  Ranch,  Taos,  New  Mexico 

April  1-2,  1978 

Credit:  CME  applied  for. 

Contact:  Pug  Burge,  Department  of  Pediatrics,  University  of 
New  Mexico,  Albuquerque,  New  Mexico  87131 


American  College  of  Allergists 

34TH  ANNUAL  CONGRESS 

Las  Vegas  Hilton,  Las  Vegas,  Nevada 

April  1-6,  1978 

Credit:  AMA  Category  1 , 30  hours. 

Contact;  Frances  P.  White,  American  College  of  Allergists, 
2141  14th  Street,  Boulder,  Colorado  80302 


Pan-Pacific  Surgical  Association 
FOURTEENTH  CONGRESS 

Hilton  Hawaiian  Village  Hotel,  Honolulu,  Hawaii 
April  3-7,  1978 

Contact:  Cesar  B.  deJesus,  MD,  Pan-Pacific  Surgical  Associa- 
tion, 236  Alexander  Young  Building,  1077  Bishop  Street,  Hon- 
olulu, Hawaii  96813 


American  Institute  of  Ultrasound  in  Medicine,  Inc. 

FOURTH  ANNUAL  SPRING  EDUCATIONAL  MEETING 
San  Juan,  Puerto  Rico 

April  4-9,  1978 

Contact:  AILJM  Puerto  Rico  ’78,  AlUM  Executive  Office,  61 61 
N.  May  Avenue,  Suite  260,  Oklahoma  City,  Oklahoma  73112 


Rocky  Mountain  Chapter,  Society  of  Nuclear  Medicine 

ANNUAL  MEETING 

Hilton  Inn,  Albuquerque,  New  Mexico 

April  6-8,  1978 

Contact:  W.  Marion  Jordan,  MD,  Presbyterian  Hospital 
Center,  Albuquerque,  New  Mexico  87131 


American  Occupational  Medical  Association 

1978  AMERICAN  OCCUPATIONAL  HEALTH  CONFERENCE 
Fairmont  Hotel,  New  Orleans,  Louisiana 

April  10-14,  1978 

Contact:  Priscilla  Campbell,  American  Occupational  Medical 
Association,  150  North  Wacker  Drive,  Chicago,  Illinois  60606 
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University  of  Arizona  Coilege  of  Medicine 

GERIATRIC  POW-WOW 
Arizona  Inn,  Tucson,  Arizona 

April  7-9,  1978 

Contact:  Office  of  Continuing  Medical  Education,  Attn: 
Katharine  Blosch,  University  of  Arizona  College  of  Medicine, 
Arizona  Health  Sciences  Center,  Tucson,  Arizona  85724. 
Credit:  16  hours  Category  1. 


Montana  Medical  Association 

31  ST  Interim  Meeting 
Colonial  Inn,  Helena,  Montana 

April  7-8, 1978. 


The  National  Asthma  Center 

ADVANCES  IN  ASTHMA,  ALLERGY  AND  OCCUPATIONAL 
DISEASES 

Keystone  Village,  Colorado 
April  10-14,  1978 

Credit:  24  hours  Category  1 AMA;  24  prescribed  hours  AAFP 
Contact:  Hyman  Chai,  MD,  The  Natbnal  Asthma  Center, 
Denver  Colorado  80204,  or  Call:  (203)  458-1999 


American  Coilege  of  Cardiology 
VECTORCARDIOGRAPHY:  BASIC  WORKSHOP 
Scottsdale  Hilton,  Scottsdale,  Arizona 

April  12-14,  1978 

Credit:  Approved 

Contact:Mary  Anne  Mclnerny,  Director,  Extramural  Prog- 
rams Department,  Division  of  Continuing  Education,  American 
College  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Mary- 
land 20014 


The  Children’s  Hospital 

PEDIATRIC  ORTHOPAEDIC  DAY 

The  Children’s  Hospital,  Denver,  Colorado 

April  14,  1978 

Credit:  AMA  Category  1 ; AAFP  Approval  applied  for. 
Contact:  Robert  E.  Eilert,  MD,  The  Children’s  Hospital,  1056 
East  19th  Avenue,  Denver,  Colorado  80218 


Symposia  de  Santa  Fe 

RADIOLOGY  FOR  FAMILY  PHYSICIANS 

Best  Western  1776  Resort,  Williamsburg,  Virginia 

April  20-22,  1978 

Contact:  W.J.  Levy,  MD,  P.O.  Box  5175,  Santa  Fe,  New 
Mexico  87502 


RECENT  ADVANCES  IN  THE  PATHOLOGY  OF  BREAST 
CANCER 

Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 


Percocet®-5  © 

DESCRIPTION  Each  tablet  of  PERC0CET®-5  con- 
tains 5mg  oxycodone  hydrochloride  (WARNING: 
May  be  habit  forming),  325mg  acetaminophen 
(APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Orug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERC0CET®-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  and  prostatic  hypertrophy  o’’ 
urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness, dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics.  PERC0CET®-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET®'-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 
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FOR  MODERATE  TO  MODERATELY  SEVERE  PAIN 


Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia aspirin  free 


The  narcotic  component  in  PERCOCET®-5 
! is  oxycodone,  which  is  readily  absorbed  and  provides 
dependable  oral  analgesia  — usually  within  15  to 
30  minutes.  Oxycodone  can  produce  drug  depend- 
, ence  of  the  morphine  type  and  should  be  prescribed 
^ with  the  same  degree  of  caution  appropriate  to  the 
i use  of  other  narcotic-containing  medications. 


Acetaminophen  is  a non-narcotic  analgesic 
widely  used  for  aspirin-sensitive  patients.  Equivalent 
to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  oxycodone. 

The  usual  dose  of  PERCOCET®-5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCEP-  -5  is  ideally 
suited  for  your  patients  with  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 


Subsidiary  of  Endo  Laboratories^  Inc./. 
Subsidiary  of  the  DuPont  Company 


PERCOCET'"'  is  a registered  trademark  of  Endo  Inc. 

Please  see  facing  page  for  Brief  Suntitnary  of  prescribing  information. 


Tablets 


Percocet-5 


tablet  contains  5 mg  oxycodone  HCl 
(WARNING;  may  be  habit  forming)  and  325  mg 
acetaminophen 

When  aspirin  is 
contraindicated. 


CONTROVERSIES  IN  PEDIATRICS 
Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

July  20-22,  1978 


April  27-29,  1978 

Credit:  18  Category  1 AM  A hours;  Physicians  Recognition 
Award  Credit. 

Contact:  Kaye  Hillin,  Children’s  Hospital,  8001  Frost  St.,  San 
Diego,  California  92123 


ORTHOPAEDICS  FOR  FAMILY  PHYSICIANS 
Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

September  7-9,  1978 

Contact:  W.  J.  Levy,  MD,  P.O.  Box  5175,  Santa  Fe,  New 
Mexico  87502 


American  Academy  for  Cerebral  Palsy  and  Developmental 
Medicine 

CURRENT  MANAGEMENT  OF  CEREBRAL  PALSY  AND 
PROGRESSIVE  MUSCLE  DISEASE 
Convention  Center,  Vacation  Village/Mission  Bay,  San 
Diego,  California 


WHE  MENNINGER  FOUNDATION 

Continuing 

Education 

Workshops 

Physician’s  and  Their  Families:  An  Experi- 
ence in  Communication.  Estes  Park,  Colo- 
rado. june  18-23,  1978  and  August  13-18, 
1978.  The  workshop  will  focus  on  how  a 
doctor’s  work  affects  family  life. 

The  Three  C’s  of  Psychiatric  Nursing; 
Compassion,  Conceptualization,  Compe- 
tency. April  28-29,  1978.  The  role  of  the 
nurse  in  the  psychiatric  setting  will  be 
explored. 

CME  credit  available. 

For  further  information  contact:  June 
Housholder,  Division  of  Continuing  Educa- 
tion, The  Menninger  Foundation,  P.O.  Box 
829,  Topeka,  Kansas  66601.  913/234-9566, 
ext.  3685. 


Presbyterian  Hospital  Center 

ETHICAL  PROBLEMS  AND  THE  PRACTICE  OF  MEDICINE 
Savage  Auditorium,  Presbyterian  Hospital  Center,  Al- 
buquerque, New  Mexico 

April  28,  1978 

Credit:  8 hours  New  Mexico  Category  4;  8 hours  Category  1 , 
AMA. 

Contact:  David  A.  Bennahum,  MD,  New  Mexico  Medical 
Society,  2650  Yale,  SE,  Albuquerque,  New  Mexico  87106. 


Rocky  Mountain  Neurosurgical  Society 

13TH  ANNUAL  MEETING 

The  Broadmoor,  Colorado  Springs,  Colorado 

June  11-14, 1978 

Contact:  Ralph  J.  Kaplan,  MD,  Secretary,  P.O.  Box  25606, 
Oklahoma  City,  Oklahoma  73125 


Montana  Academy  of  Family  Physicians 

28TH  SCIENTIFIC  ASSEMBLY 
Fairmont  Hot  Springs,  Montana 

June  22-24,  1978 

Contact:  James  H.  Armstrong,  MD,  795  Sunset  Boulevard, 
Kalispell,  Montana  59901 


Wyoming  Postgraduate  Course  in  Allergy  and  Immunology 

22ND  ANNUAL  SESSION 
Teton  Village,  Wyoming 

June  20-25, 1978 

Credit:  Approved  for  36  hours  AAFP  and  AMA  CME. 
Contact:  Russell  I.  Williams,  MD,  414  East  23rd  St., 
Cheyenne,  Wyoming  82001. 


American  Academy  of  Family  Physicians 

21  ST  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR 
Inn  of  the  Mountain  Gods,  Mescalero,  New  Mexico 

July  17-20, 1978 

Credit:  AAFP  Prescribed  Credit  and  Category  4,  New  Mexico 
Board  of  Medical  Examiners. 

Contact:  Bob  Reid,  P.O.  Box  456,  Sunland  Park,  New 
Mexico  88063. 


SaENTIFIC  WRITING  SEMINAR 

Scandanavian  Lodge,  Steamboat  Springs,  Colorado 

August  20-25, 1978 

Contact:  R.D.  Liechty,  MD,  Box  B-192,  4200  East  9th  Av- 
enue, Denver,  Colorado  80262. 
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Only  Jobst  supports  are  custom  made  from  precise 
measurements  of  the  individual  extremity. 


Jobst® 

Venous  Pressure  Gradienf  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST 


Denver,  Colorado  80205  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 

2045  Franklin  Street 

303/861-2007 


Building  Local  Alliances  for  Rural  Health 


31st  National  Conference  on  Rural  Health 
Regency  Hotel,  Denver,  Colorado 
April  5-7,  1978 


The  Purposes  Are: 

1 —  To  develop  and  refine  skills  in  utilizing  current  health  resources. 

2 —  To  discuss  issues  impacting  on  health  care  delivery  in  rural  areas. 

3 —  To  provide  technical  assistance  in  community  organization  and  problem-solving. 

4 —  To  provide  continuing  education  directly  related  to  the  rural  practitioner. 


PROGRAM 


Wednesday,  April  5,  1978  Registration — 2-7 

Thursday,  April  6,  1978 

General  Session — 8-9:15  am 

S.  Jack  Locke,  MD,  Chairman,  Committee  on  Rural  Health,  Colorado  Medical  Society,  Presiding. 

John  H.  Budd,  MD,  President,  American  Medical  Association,  Keynote  Address 
Discussion  of  Major  Issues,  9:30  am-12:15  pm 
Health  Manpower 

Hon.  Richard  Clark,  United  States  Senate-lowa,  Author  Rural  Health  Clinic  Bill. 

Abraham  B.  Bergman, MD,  Director  Outpatient  Services,  Children's  Orthopaedic  Hospital  and  Medical  Center, 
Seattle,  Washington,  Developer,  Financing  Health  Care 

Hon.  Robert  Derzon,  Administrator,  Health  Care  Financing  Administration,  HEW  Amos  P.  Bratrude,  MD,  Omak, 
Washington 
Access  to  Health  Care 

Mario  E.  Ramierz,  MD,  Rio  Grande  City,  Texas,  Migrant  Workers  Clinic 
Rural  Health  Care  Facilities 
Hon.  Thomas  Foley,  U.S.  House  of  Representatives 

David  G.  Williamson,  Jr.,  Senior  Vice  President,  Hospital  Corporation  of  America,  Nashville,  Tennessee.  Member, 
National  Council  on  Health  Planning  and  Development. 

Model  Presentations  2-3  pm  Skill  Sessions  3:15-6  pm 


Friday,  April  7,  1978 

Skill  Sessions  8:00-9:45  am 
Upgrading  Medical  Care  in  Jails 
Building  Community  Based  Experience  for  Students 
Skill  Sessions  10-11:45  am 
Technology  in  Rural  Areas 

A Statewide  Coordinating  Approach,  S.  Jack  Locke,  MD 

Evaluation  of  Rural  Health  Delivery  Systems:  Research  Needed  for  the  1980's 

Luncheon — Robert  B.  Sawyer,  MD,  President  Elect,  Colorado  Medical  Society,  Presiding 

John  C.  Kelly,  MD,  President,  American  Academy  of  Family  Physicians,  Keynote  Address. 
Dinner — Archie  Dykes,  EdD,  Chancellor,  University  of  Kansas,  Lawrenceville,  Kansas,  Closing  Address 
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The  following  courses  are  acceptable  for  13  prescribed  hours  by  the  American  Academy  of  Family  Physi- 
cians. The  Council  on  Medical  Services  certifies  that  the  Continuing  Medical  Education  activities  desig- 
nated below  as  Category  I meet  the  criteria  for  Category  I on  an  hour-for-hour  basis  for  the  Physician 
Recognition  Award  of  the  American  Medical  Association.  All  courses  are  Category  1 — 2 Hours. 


RH01  Neonatal  and  Pediatric  Emergencies 

Faculty:  L.  Joseph  Butterfield,  MD,  Denver,  Colorado 

RH02  Plastic  Wound  Closure  Techniques  for  the  Primary  Care  Physician 

Faculty:  William  M.  Champion,  MD,  Seattle  Washington 

RM03  Primary  Management  of  Severe  Head  Trauma 

Faculty:  David  D.  Peipgras,  MD,  Rochester,  Minnesota 

RI-I04  Job  Satisfaction  in  Rural  Medical  Practice 

Faculty:  Donald  Ervin,  MD,  Denver,  Colorado;  Martin  Kantrowitz,  MD,  Albuquerque,  New  Mexico; 
Bruce  Amundson,  MD,  Lamar,  Colorado 

RH05  Practice  Management 
Faculty:  Mr.  Jack  Walsdorf,  Chicago,  Illinois 
Additional  registration  fee:  $20 

RH06  Agricultural  Medicine;  The  Silent  Minority  Component  of  the  Rural  Health  Movement 
Faculty:  Kelley  J.  Donham,  DVM,  Oakdale,  Iowa;  Cornelia  F.  Mutel,  MS,  Oakdale,  Iowa. 

RH07  Respiratory  Diseases  of  Agriculatural  Workers 

Faculty:  Larry  Lawhorne,  MD,  Oakdale,  Iowa;  Kelley  Donham,  DVM,  Oakdale,  Iowa 

RF108  Rural  Environmental  Toxicology 
Faculty:  Donald  P.  Morgan,  MD,  PhD,  Oakdale,  Iowa. 


Registration  Fees  as  Follows:  AMA  members,  state  and  county  society  staff  and  others-$50;  Non-member  physicians- 
$80;  Housestaff-AMA  members-$25;  Housestaff-non-members  $40;  Medical  students-AMA  members-No  charge  should 
space  be  available;  Medical  students  non-members  $15.  Registration  includes  2 continental  breakfasts,  coffee  breaks,  2 
lunches  and  banquet,  Friday,  April  7. 

Registration  Form 


31st  National  Conference  on  Rural  Health 
April  5-7,  1978/Regency  Hotel — Denver,  Colorado 

Registration  fee enclosed.  A confirmation  will  be  sent  immediately. 

Enclose  check  payable  to  American  Medical  Association  and  send  to: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Name^ 

(PLEASE  PRINT) 

Street 

City/ State/Zip  Code 

Organization 

Title 
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Lift  the  Quality 
of  Medicine  You  Practice 
to  A New  High! 


American  Medical  Association/1 27th  Annual  Convention 
June  17-21,  1978/St.  Louis 


Continuing  Medical  Education  Highlights! 

The  whole  purpose  of  the  AMA’s  CME  program  is 
to  help  you  do  what  attracted  you  to  medicine  in 
the  first  place:  provide  the  high  quality  care  your 
patients  need. 

The  scientific  program  is  geared  to  help  you  do 
exactly  that.  Emphasis  is  on  {\-\e  practical  aspects 
of  new  developments— clinical  information  of  im- 
mediate use  in  your  practice.  Whether  you’re  in 
primary  care  or  a specialty,  the  large  selection  of 
courses  allows  you  to  focus  on  those  areas  in 
which  you  want  to  update  your  knowledge.  The 
program  features: 

• 55  Category  1 Postgraduate  Courses 

• 30  Sessions,  20  Telecourses,  13  Clinical 
Dialogues,  3 Motion  Picture  Seminars  — all 
Category  1 and  FREE  OF  CHARGE 

• 100  Scientific  and  125  Industrial  Exhibits 

• 3 AMA  Auxiliary  Sessions  (no  credit) 

The  New  Spirit  of  St.  Louis! 

New  convention  center.  New  hotels.  New  attrac- 
tions. There’s  a whole  new  look  and  spirit  in  St. 
Louis  today.  With  lots  of  things  to  do  and  see. 


Soar  to  the  top  of  the  nation’s  tallest  monumer] 
the  Gateway  Arch.  . .beat  your  feet  to  rollickiri 
ragtimers  aboard  a showboat.  . .dine  on  gourmi 
French  cuisine  whose  recipes  came  up  the  riv' 
from  New  Orleans.  . .visit  the  hospitality  room  | 
the  world’s  largest  brewer.  The  new  Spirit  of  f 
Louis  is  yours  to  enjoy  at  the  127th  AMA  Annu 
Convention. 

PLAN  NOW  TO  ATTEND 

For  complete  information,  return  this  coupon  I 

day. 

J Dept,  of  Meeting  Services 

I American  Medical  Association 

[ 535  N.  Dearborn/Chicago,  I L 60610 

I Please  send  me  complete  information  on  the 

I 127th  AMA  Annual  Convention  in  St.  Louis  as 

[ soon  as  it  becomes  available. 

s 

[ Name J 

J Address | 

J City/State/Zip { 


Foot  Hygiene  Aid 


' Riker  Laboratories  has  introduced  BUF  Foot-Care 
Kit,  consisting  of  three  components:  BUF-PED,  a 
nonwoven  polyster  sponge;  BUF  Foot-Care  Soap,  and 
[|  BUF  Foot-Care  Lotion  to  be  used  as  a daily  aid  to  foot 
“ hygiene. 


' Repetitive  Analysis  Liquid  Chromatography  In- 
1 strument 

Ij 

The  Scientific  & Process  Instruments  Division  of 
the  DuPont  Company  has  introduced  a low-cost, 
modular  instrument  for  repetitive  liquid  analysis 
chromatography  in  the  860  High  Performance  Liquid 
Chromatography  system  which  will  be  demonstrated 
I to  separation  scientists  at  the  1978  Pittsburgh  Con- 
1 ference  on  Analytical  Chemistry  and  Applied  Spec- 
] troscopy. 

The  Model  850  High  Performance  Liquid 
Chromatography  system  includes  a digital  console 
; which  utilizes  a microcomputer  in  a new  approach  to 
' high-precision  liquid  chromatography. 


Disposable  Protective  Coverings 

M.D.  Industries,  Deerfield,  Illinois,  has  introduced 
the  "Protect-A-Pak,”  designed  both  for  hospital 
employees  and  visitors,  consisting  of  isolation  gown, 
paper  face  mask,  and  a pair  of  latex  gloves,  to  be  worn 
on  entering  the  room  of  a patient  in  isolation. 


New  Monitor  Developed 

G-l-W  Applied  Science  Laboratories,  Waltham, 
Massachusetts  has  brought  out  the  Cardio-Tach  (TM ) 
Model  4600-B  Heart  Monitor,  which  combines  digital 
pulse  and  ECG  rate  capabilities  in  a noise-free  per- 
formance. It  is  operated  by  a rechargeable  battery, 
working  from  standard  AC  or  12-volt  DC  power 
sources. 


Thrombolytic  Agent  Marketed 

Hoechst-Roussel  Pharmaceuticals,  Inc.  will  mar- 
ket Streptase"  (streptokinase)  a thrombolytic  agent 
for  treatment  of  deep  vein  thrombosis  and  acute  mas- 
sive pulmonary  embolism.  A bacterial  protein  pro- 
duced by  Group  C B-hemol5dic  streptococci,  it  was 
discovered  in  1933  by  Drs.  William  Tellet  and 
Raymond  Garner. 


Lb 


MISSION  POSSIBLE 

...ACCOMPLISHED! 

Hov/?  By  living  up  fo  our  promise  fo  provide  you  with  the  exoct  environment  in  which  to 
conduct  your  business  at  peak  efficiency  in  on  incomparable  resort  atmosphere. 

Foctors  of  success?  560  luxury  guest  rooms,  dining  facilities  and  services  oworded  the  Mobil 
Five  Star  rating  for  the  seventeenth  consecutive  yeor.  00  conference  rooms,  two  1 6,000  square 
foot  column  free  exhibit  halls  seoting  2,400  for  meetings  and  1,600  for  banquets.  3 eighteen- 
hole  chompionship  golf  courses,  16  oll-weother  tennis  courts,  swimming,  skiing,  ice  skating, 
curling,  squash  and  skeet. 

Our  mission  for  1 978?  If  it's  possible,  it  will  be  better  thon  1 977  which  was  our  best  yeor  ever! 

For  groups  up  fo  1700  consider  combining  The  BROADMOOR  and  The  Antlers  Hotel.  Man- 
aged by  the  DRO^MOOR  Monogement  Company,  this  excellent  hotel 
is  just  minutes  from  The  BRO\)MOOR. 


The 


Broadmoor 

Colorado  Springs,  Colorado  00901 


For  Q free  packer  detailing  our  meeting 
ond  convention  facilities  contact:  Siegfried 
Foller,  Jr.,  Director  of  Soles  ond  Conventions. 
(303)  634-771  1. 
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Cerebral  Electrostimulation  Instrument  Ap- 
proved 

Biotronics  Corporation  has  won  approval  from  the 
U.S.  Food  and  Drug  Administration  for  BIOTRON 
18,  a cerebral  electrostimulation  instrument  which 
generates  low  intensity  electrical  pulses  at  specific 
frequencies,  and  which  is  used  in  treatment  of  such 
syndromes  involving  anxiety  as  those  resulting  from 
detoxification  from  drugs  or  alcohol. 


High-Performance  Laser  Systems  Produced 

The  Raytheon  Company  has  delivered  to  EBTEC 
Corporation  two  high-performance  laser  systems  in 
the  series  SS-500  Laser  Welder/Driller.  They  are  de- 
signed to  perform  closure  welds  on  implantable  heart 
pacers. 


Lung  Imaging  Agent  Available 

Union  Carbide  Corporation  has  made  available  a 
unit  dose  Technetium  Tc  99M  Aggregated  Albumin 
(MAA)  Reagent  Kit  indicated  as  a lung  imaging 
agent  to  be  used  as  an  adjunct  in  the  evaluation  of 
pulmonary  perfusion. 


Robins  Introduces  New  Antibiotics 

A.H.  Robins  Company  has  expanded  its  antibiotic 
line  with  the  introduction  of  Robamox,  an  amoxicil- 
lin, with  the  advantages  of  fast  absorption  and  less 
frequent  dosage. 

In  addition,  RobitussinrDAC  combines  a deconges- 
tant and  codeine  with  the  established  Robitussin 
formula  for  patients  with  a difficult  cough  compli- 
cated by  nasal  congestion.  Sold  in  pint  containers,  it 
is  sold  by  prescription  only,  as  is  Robamox  as  well. 


ARTIFICIAL  EYES 

Plastie  eyes  and  glass  eyes 
specially  made  to  (It  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  lull  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Tablets 

Fercodan®  (l 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4.50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  formingV  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  carreine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODANr,  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN  s is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN  > should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines.  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN*'  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN*  should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN*  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN*  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN*  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  Impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison  s disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  seventy  of  the  pain  and  the 
response  of  the  patient  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN*  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories.  Inc. 
Subsidiary  of  the  DuPont  Company 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1.  Determine  need  What  is  causing  pain?  How  is  it  perceived  by 

you  and  your  patient? 


2.  Prescribe  a rapid- 
acting agent 


Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 


3 . MinimiZB  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients. 

Schedule  II  classification  means  no  refills,  no 
telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 

needs. 


4.  Provide  adequate 
analgesia  with 
minimum  doses 


Consider  PERCODAN®  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


! 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 

IPEHlOTimM 

each  yellow,  scored  tablet  contains;  4 50  mg  oxycodone  HCl 
(WARNING:  may  be  habit  forming),  0 38  mg  oxycodone  terephthalale 
(WARNING:  may  be  habit  forming),  224  mg  aspirin.  1 60  mg 
phenacetin,  32  mg  caffeine 


PERCODAN®  is  a registered  trademark  of  Endo  inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


If  you  want 
your  patients  to  buy 
the  mai^arine  highest  in 
benefieial  polyunsaturates, 
reeonunend  SaffoM. 


Saffola  margarine  is  made  with  liquid 
sajflower  oil  So  ifs  higher  in  polyunsaturates 
than  even  com  oil  margarine. 

And  Saffola  margarine  contains  no 
cholesterol.  But  it  tastes  as  delicate  and  light  as 
other  spreads. 

Along  with  Saffola 
mayonnaise  and 
Saffola  safflower  oil, 


Saffola  margarine  can  help  your  patients  reduce 
serum  cholesterol  as  part  of  a fat  modified  diet. 

For  comparative  nutritional  information  on 
all  of  our  safflower  oil  products  write: 

Consumer  Products  Division,  PVO 
International  Inc., World  Trade  Center, 

San  Francisco, 
CaHfomia 
941U. 
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Sfi^ola. 

Highest  in  beneficial  polyunsaturates. 


in 

anti  hypertensive  therapy 


without 

compromising 

existing 

cardiac 

output 


to  lower 
blood  pressure 

effectively... 


ABLETS:  250  mg,  500  mg,  and  125  mg 


ALI)OMET(methyij)or\i  Mso) 


lelps  lower  blood  pressure  effectively... 
isually  with  no  direct  effect  on 
Jardiac  function- cardiac  output 
s usually  maintained 


i.LDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
■fevious  methyidopa  therapy  has  been  associated  with  liver  disorders. 

: is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
lay  occur  with  methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  I iver  disorders 
ouid  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
etails  see  the  brief  summary  of  prescribing  information. 

'or  a brief  summary  of  prescribing  information,  please  see  following  page. 


iVISO 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  (with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings;  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy.  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia.  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyidopa.  If  a positive  Coombs  test  develops  during 
methyidopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy.  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyidopa  and  the  drug  should  be  discontinued. 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyidopa,  the  drug  should  not  be 
reinstituted.  When  methyidopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive.  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive, 


in  hypertension 

ALDOMET 

(METHYLDOfWMSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyidopa.  If  caused 
by  methyidopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued.  Methyidopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur.  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy. 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded.  Methyidopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk. 

Precautions;  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  WarningsT  May  interfere  with  measure- 
ment of:  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyidopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery.  Methyidopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyidopa  or  its  metabolites. 

Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anesthesia 
usually  can  be  controlled  with  vasopressors.  Hyper- 
tension has  recurred  after  dialysis  in  patients  on 
methyidopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system-. 
tion,  headache,  asthenia  or  weakness,  usually  early 
and  transient;  dizziness,  lightheadedness,  symptoms 
of  cerebrovascular  insufficiency,  paresthesias,  parkin- 
sonism, Bell’s  palsy,  decreased  mental  acuity,  involun- 
tary choreoathetotic  movements:  psychic  distur- 
bances, including  nightmares  and  reversible  mild 
psychoses  or  depression. 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved  by 
use  of  a diuretic.  (Discontinue  methyidopa  if  edema 
progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  “black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice,  liver 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anemia. 
Leukopenia,  granulocytopenia,  thrombocytopenia. 
Positive  tests  for  antinuclear  antibody,  LE  cells,  and 
rheumatoid  factor. 

AHergic:  Drug-related  fever,  lupus-like  syndrome, 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to  500  mg 
daily  when  given  with  antihypertensives  other  than 
thiazides.  Tolerance  may  occur,  usually  between  sec- 
ond and  third  months  of  therapy;  increased  dosage  oi 
adding  a diuretic  frequently  restores  effective  control 
Patients  with  impaired  renal  function  may  respond  tc 
smaller  doses.  Syncope  in  older  patients  may  be  re- 
lated to  increased  sensitivity  and  advanced  ar- 
teriosclerotic vascular  disease;  this  may  be  avoidec, 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125  me; 
methyidopa  each,  in  bottles  of  100;  Tablets,  containincl 
250  mg  methyidopa  each,  in  single-unit  packages  o- 
100  and  bottles  of  100  and  1000;  Tablets,  containinc 
500  mg  methyidopa  each,  in  single-unit  packages  d 
100  and  bottles  of  100  and  500. 

Ij 

For  more  detailed  information,  consult  your  MSCi 
representative  or  see  full  prescribing  information 
Merck  Sharp  & Dohms,  Division  of  Merck  & Ca,  imc.. 
West  Point,  Pa.  19486  jsamozrkzos 
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cold  wind  blew  down  Last  Chance  Gulch, 
and  snow  could  be  seen  falling  up  on  the  Conti- 
nental Divide,  though  there  was  little  down  in 
the  valley.  The  seven  men  hurried  along  the 
Helena  street  to  the  courthouse.  It  was  January 

29,  1879,  and  these 
Montana  men,  all  well-trained 

Medicine  physicians,  had  decided 

the  time  had  come  to  do 
something  about  the 
innumerable  quacks  who  practiced  throughout 
the  State.  Doctors  E.T.  Yager,  Henry 
Schmalhausen  and  McHenry  Raymond  had 
come  from  Virginia  City  where  the  quacks  were 
most  unrestrained.  Dr.  E.D.  Leavitt,  a gold  rush 
doctor,  from  Glendale,  Dr.  G.W.  Monroe  of 
Bozeman,  Dr.  William  Parberry  of  White  Sulfur 
Springs,  and  Dr.  W.R.  Bullard  of  Helena  com- 
pleted the  group.  They  had  just  finished  writing 
the  "call  of  the  organization  of  a Territorial 
Medical  Association — to  advance  the  best  in- 
terests of  our  noble  profession.” 

At  the  courthouse,  they  were  joined  by  Dr. 
A.H.  Mitchell  of  Deer  Lodge,  and  six  other 


Helena  physicians,  including  Dr.  William 
Steele.  After  a preliminary  meeting,  they  re- 
turned to  the  Cosmopolitan  Hotel  where  a per- 
manent organization  was  formed  and  Dr.  Yager 
was  elected  president.  Most  of  the  other  offices 
were  filled  by  those  who  had  signed  the  "call”. 

"Medicine  in  the  Making  of  Montana”  is  an 
excellent  reference  to  pioneer  Montana 
medicine,  and  recounts  many  stories  about 
these  founders  and  other  early  Montana  physi- 
cians. These  were  all  well  trained  men, 
specialists  of  their  day,  who  had  long  crusaded 
for  better  medical  care. 

Dr.  Leavitt  specialized  in  eye  and  ear  diseases 
and  once  saw  a man  who  was  sledging  a boulder 
when  a piece  of  rock  flew  into  his  eye.  Dr. 
Leavitt  removed  the  foreign  body  which  had 
gone  nearly  through  the  eye. 

Dr.  Mitchell  was  a famous  gold  rush  physi- 
cian who  traveled  widely  to  perform  surgery. 
One  of  his  often  told  stories  is  that  of  "Shorty’s 
arm”.  Shorty,  a Beartown  miner,  fell  into  a 
fireplace  while  drunk  and  burned  his  left  arm  to 
a crisp.  Dr.  Mitchell  was  called  and  arrived  by 
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mule,  and  set  up  his  operating  room  in  Joaquim 
Abascal’s  saloon — three  planks  on  whiskey  bar- 
rels. The  anesthetic  was  several  "long”  drinks  of 
whiskey,  the  instruments  a common  saw  and 
butcher  knife.  When  the  amputation  was  com- 
pleted, Shorty  ordered  drinks  for  the  house, 

, while  Madame  Louise  and  her  "girls”  provided 
dancing  for  the  miners.  Dr.  Mitchell  and  some  of 
the  miners  spent  the  night  playing  poker.  In  the 
morning.  Dr.  Mitchell  wrapped  up  the  severed 
arm  to  take  to  Deer  Lodge  for  "anatomical 
study”  and  somewhere  along  the  road,  the  arm 
was  lost.  Shorty  always  grieved  the  absence  of  a 
proper  burial.  Dr.  Mitchell  went  on  to  found  the 
Warm  Springs  State  Mental  Hospital  among 
: his  many  other  accomplishments. 

Dr.  Steele  had  presided  as  judge  at  the  trial  in 
Virginia  City  of  the  notorious  road  agents  who 
had  murdered  a Mr.  Dillingham.  Later  he 
served  as  sheriff  of  Lewis  and  Clark  County, 
and  operated  freight  lines  between  Helena  and 
Fort  Benton  and  Helena  and  Billings.  In  1873, 
he  gave  up  his  other  activities  and  limited  him- 
1 self  to  medical  practice.  In  1877,  he  and  other 
i surgeons  helped  treat  the  wounded  at  the  Battle 
i of  Big  Hole.  He  was  in  great  demand  as  an 


obstetrician.  Another  doctor  reported  on  meet- 
ing him,  "his  face  in  deep  study”.  When  ques- 
tioned, he  replied,  "I’m  helping  a Piegan  woman 
through  a difficult  labor.”  When  the  other  doc- 
tor expressed  surprise,  and  stated  that  Indian 
women  went  into  the  bushes  when  their  time 
came.  Dr.  Steele  replied,  "They  have  just  as 
hard  a time  as  their  white  sisters,  and  many 
never  come  out  of  the  bushes.” 

Dr.  Steele  was  called  to  see  a town  character, 
Mrs.  Rouch,  who  ran  a dairy.  On  this  occasion 
she  had  a sprained  ankle.  When  Dr.  Steele 
examined  the  ankle  which  she  had  been  soak- 
ing, he  said,  "This  is  the  dirtiest  damn  foot  in 
Montana!”  She  said,  "I’ll  bet  you  $5.00  it  isn’t”; 
the  bet  was  made  and  Mrs.  Rouch  pulled  off  the 
boot  from  the  other  foot.  She  won  the  bet. 

The  Montana  Medical  Association  was 
founded  by  great  and  dedicated  men,  and  its 
force  in  Montana  medicine  cannot  be  estimated. 
Great  and  dedicated  men  continue  to  work  to- 
day. Happy  100th  Birthday,  M.M.A.! 

RE[  ERENCE 

‘ Medicine  in  the  Making  of  Montana.  Paul  C.  Phillips.  Montana  State 
University  Press,  1962. 
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Officers  and  Trustees  of  the  Colorado  Medical 
Society  are  saddened  to  announce  the  death  of 
Dr.  Carl  H.  McLauthlin,  Scientific  Editor  of  the 
Rocky  Mountain  Medical  Journal  and  Chair- 
man of  its  Editorial  Board. 

Dr.  McLauthlin  suc- 

Carl  H cumbed  on  January  26 

to  a cerebral  astro- 

McLauthlin  ^ e 

cytoma,  the  presence  of 

which  was  neither 

known  nor  suspected  prior  to  last  August. 

Exploratory  surgery  and  x-ray  study  served 

only  to  identify  the  aggressive  malignant 

tumor. 

Dr.  McLauthlin  had  long  been  active  on  the 
Staff  of  St.  Lukes  Hospital  and  in  the  activities 
of  the  Denver  and  Colorado  Medical  Societies. 
He  was  unable  to  attend  the  1977  meeting  of  the 
Colorado  Medical  Society  and  to  deliver  his  ad- 
dress as  its  106th  President.  Fortunate  we  were 
that  he  was  able  to  serve  out  his  term.  Carl 
(Bud)  had  served  as  Assistant  Scientific  Editor 
during  the  last  six  years  of  my  forty-one  plus 
years  as  Scientific  Editor  which  ended  in  Sep- 
tember, 1972. 

Dr.  McLauthlin,  like  his  father  Carl  A.  and 
grandfather  H.W.,  both  physicians,  was  a quiet 
man,  genial  and  soft-spoken.  He  moved  slowly, 
thoughtfully  but  efficiently  as  he  went  about  his 
practice,  hospital  and  medical  organizational 
activities,  and  as  a good  citizen  in  his  commun- 
ity. Members  of  the  Board  of  Trustees  of  the 
Colorado  Medical  Society  who  sat  with  him  in 
meetings  for  several  years  will  recall  Carl’s 
characteristic  stance — slumped  in  his  chair, 
pipe  in  mouth,  and  hands  clamped  just  north  of 
his  lap.  Fellow  Trustees  might  have  mistaken  it 
for  somnolence  except  for  one  thing — as  times 
came  for  his  part  in  deliberations  he  opened  an 
eye  or  two  and  spoke  carefully  chosen  words, 
usually  around  the  stem  of  his  pipe.  He  never 
missed  a trick! 

To  his  charming,  talented  and  courageous 
wife,  Bonnie,  and  to  the  other  members  of  his 
family,  the  Rocky  Mountain  Medical  Journal 
expresses  its  most  affectionate  and  respectful 
gratitude  for  Carl’s  years  of  devoted  service.  He 
will  be  missed  by  his  colleagues,  countless 
friends  and  patients,  and  by  members  of  many 
organizations  both  in  and  out  of  our  profession. 


Douglas  W.  Macomber,  MD 
Scientific  Editor  Emeritus 


Carl  H.  McLauthlin  was  never  easy 
to  characterize.  The  facets  of  his  per- 
sonality and  his  feelings  were  endless.  I can 

remember  thinking  on 
a number  of  occasions 
A Remembrance  when  I thought  I final- 
ly understood  the  meas- 
ure of  the  man,  being 
startled  to  find  an  entirely  unknown  vista  of  his 
personality  emerging  from  behind  his  smile. 

I rather  imagine  what  I shall  always  re- 
member most  about  Carl  McLauthlin  was  his 
almost  fierce  dedication  to  his  profession  and 
his  devotion  to  his  medical  colleagues.  He  was 
tireless  in  the  fact  of  every  challenge  to 
medicine  and  his  was  always  the  most  eloquent 
and  articulate  voice  when  speaking  for  the 
forces  of  medicine  who  seek  to  advance  the  best 
traditions  of  the  profession. 

I suppose  when  all  is  said  and  done,  I re- 
member Carl  McLauthlin  most  for  the  wise 
counsel  he  offered  me  all  during  the  year  when 
with  more  than  a little  trepidation  I was  prepar- 
ing to  succeed  him  as  President  of  the  Colorado 
Medical  Society.  He  offered  me  encouragement 
tempered  with  good  humor.  He  was  most  cer- 
tainly among  the  finest  friends  I’ve  ever  had.  I 
count  it  one  of  life’s  more  memorable  experi- 
ences to  have  known  him  as  I did. 


W.  S.  Curtis,  M.D. 
President, 
Colorado  Medical  Society 


ERRATUM 


A reference  to  "L-arginine”  in  the  article  entitled 
"Legionnaire’s  Disease:  State  of  the  Art”  by  Martin  J. 
Blaser,  MD,  which  appeared  on  page  21  of  the 
January/February  issue  of  the  Journal,  should  have 
been  to  "L-cysteine.”  The  Journal  regrets  this  error. 
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Jtride  in  being  a physician  dominated  Dr. 
McLauthlin’s  editorship  of  the  Rocky  Mountain 
Medical  Journal,  just  as  it  did  his  activities  in 
the  Colorado  Medical  Society. 

Deeply  concerned  with  the  future  of  the 
Rocky  Mountain  Medi- 
cal Journal  in  the  days 
before  he  was  taken  ill, 
he  left  a message  for  the 
Assistant  Editor  in  Sep- 
tember, just  before  his  first  surgery: 

"Don’t  let  the  people  who  say  there  is  no  in- 
formation of  value  to  them  in  the  Rocky  Moun- 
tain Medical  Journal  scuttle  it!  The  truth  is, 
these  people  lack  a true  scientific  intellect.  Most 
of  our  papers  have  practical  medical  informa- 
tion. That  some  of  our  readership  do  not  desire 
to  have  a broad  knowledge  of  medicine  is  too 
bad,  but  this  fact  is  not  a reason  for  us  to  aban- 
don our  position.  The  principle  criticism  by  the 
public  of  physicians  is  overspecialization.  Too 
many  of  us  have  forgotten  thsi  first  of  all  we  are 
supposed  to  be  doctors.” 

In  the  editing  of  papers  for  the  Rocky  Moun- 
tain Medical  Journal  specific  tenets  were  regu- 
larly observed.  In  other  notes  to  the  Assistant 
Editor  he  recommended  attention  to  what  he 
called  "Macomber’s  Principle,”  (derived  from 
policies  established  by  Dr.  Douglas  Macomber, 
his  predecessor)  "the  shorter  word  preferred — 
the  most  concise  way  to  express  is  the  clearest. 
Plus  costs  less  to  print.”  He  steadfastly  observed 
the  taut  "technic”  over  "technique.” 

On  most  adjectives  relating  to  the  medical 
field  he  withheld  the  "al,”  and  the  preferred 
words  were  "anatomic”  instead  of  "anatomical,” 
"physiologic”  instead  of  "physiological”  and 
"pathologic”  instead  of  "pathological.”  He  noted 
that  it  would  be  the  "Denver  Clinical  and 
Pathologic  Society,”  as  an  example. 

This  striking  regard  for  the  proprieties  of  the 
English  language  continued  in  his  feeling  about 
the  word  "revealed,”  which  he  considered  a 
"no-no.”  As  he  explained,  "God  revealed  to 
Moses.” 

These  were  not  crotchets  but  expressed  the 

convictions  of  a man  with  love  for  good  writing 
and  language,  who  took  pains  to  raise  medical 
writing  to  a fine  level  of  literacy. 


To  the  Editor: 

Many  health  related  groups  have  been  disturbed  about  the 
serious  accidents  which  occur  on  trampolines.  They  have  been 
reported  to  cause  a higher  percentage  of  spinal  cord  injuries 
with  permanent  paralysis  than  any  other  sport. 

In  September  1977,  the  American  Academy  of  Pediatrics 
adopted  a resolution  that  asked  for  trampolines  to  be  banned 
“in  physical  education  programs  in  grammar  schools,  high 
schools  and  colleges  and  also  be  abolished  as  a competitive 
sport.” 

Whenever  any  type  of  athletic  or  recreational  equipment,  as  a 
trampoline,  is  considered  more  hazardous  than  beneficial,  the 
consequences  of  such  a verdict  have  implications  for  the  stu- 
dents and  parents  and  for  varsity  and  Olympic  activities.  Thus, 
physicians  should  be  reminded  that  competition  on  tram- 
polines was  banned  many  years  ago  from  the  Olympics  (it  was 
never  an  activity  for  women’s  participation)  and  about  a decade 
ago  by  the  Colorado  High  School  Activities  Association. 

In  1975,  the  Denver  Board  of  Education  adopted  a policy 
prohibiting  trampolines  in  the  physical  education  program.  Mini 
trampolines  (a  small  and  much  safer  type  of  equipment)  may 
be  used  in  the  Denver  Public  Schools  in  training  for  gymnastics 
or  diving. 

The  Jefferson  County  School  System,  the  largest  in  the  state, 
has  recently  developed  a program  for  in-school  use  only,  which 
it  is  hoped  will  reduce  serious  injuries  and  in  which  all  forward  or 
backward  flips  are  prohibited. 

Such  controls  are  indicative  of  a national  trend.  The  Colorado 
High  School  Activities  Association  reports  no  pressures  have 
occurred  to  put  trampolines  back  into  competitive  programs. 
The  memories  of  tragic  accidents  with  permanent  paralysis 
from  broken  necks  and  lower  backs  on  trampolines  are  strong 
reminders  to  lessen  or  stop  their  use. 

Although  current  data  from  the  whole  state  is  lacking,  it  is  felt  by 
physical  education  leaders,  school  nurses  and  others  close  to 
the  problems  of  sport  accidents,  that  the  use  of  trampolines  is 
receiving  more  careful  attention  and  accidents  are  greatly  re- 
duced and  the  more  serious  ones  eliminated. 

Any  cases  of  trampoline-oriented  injuries  should  be  reported  to 
this  committee  for  its  inclusion  in  an  on-going  study. 

Sincerely, 


Allen  Young 
Assistant  Editor 


Mildred  E.  Doster,  MD 
Chairman,  Committee  on  Health 
Education  and  School  Health, 
Colorado  Medical  Society 
Denver,  Colorado 
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Not-so-endemic  hepatitis  b infection 

In  a Montana  Institution  for  the  Developmentally  Disabled 


Bradford  O.  Brooks,  MS  Bozeman, 
Martin  D.  Skinner,  MD  Helena,  Philip  D.  Pallister,  MD  Boulder,  Montana* 


Non-Parenteral  Transmission. 

Viral  Hepatitis  is  one  of  the  most  serious  in- 
fectious diseases  in  the  United  States  today. 
This  disease  has  become  a major  concern  of  not 
only  research  laboratories,  but  public  health 
agencies,  hospitals  and  related  institutions  as 
well. 

The  Boulder  River  School  and  Hospital 
(BRSH),  Boulder,  Montana,  is  the  state  institu- 
tion for  the  care  and  rehabilitation  of  the  de- 
velopmentally disabled.  It  provides  both  short- 
term and  long-term  care  as  well  as  in-patient 
and  out-patient  services.  Because  of  recurring 
outbreaks  of  hepatitis,  mostly  type  B,  since 
1966,  the  in-patient  population  was  studied  for 
the  incidence,  prevalence  and  distribution  of 
HBsAg  and  anti-HBs  in  an  effort  to  identify 
effective  control  measures. 

Method 

A 524  patient  test  population  was  tested  for 
the  presence  of  both  the  hepatitis  B surface  an- 
tigen (HBsAg)  and  antibody  to  HBsAg  (anti- 
HBs),  serum  markers  consistently  associated 
with  HBV  infection  h Solid  phase  radioim- 
munoassay kits  ( Abott  Laboratories)  specific  for 
both  HBsAg  and  anti-HBs  were  utilized  to 
assay  serum  samples  obtained  from  the  test 
population.  All  patients  found  to  be  HBsAg 
positive  in  the  initial  screen  were  tested  six 
months  later  and  again  one  year  later  for  the 
presence  of  HBsAg.  Positive  and  negative  con- 
trols were  included  in  each  test.  Patients  posi- 

* Mr.  Brooks  is  in  the  Department  of  Microbiology,  Montana  State  University, 
Bozeman;  Dr.  Skinner  is  Montana  State  Epidemiologist  and  Chief,  Preven- 
tive Health  Services  Bureau,  and  Dr.  Pallister  is  at  the  Shodair  Hospital, 
Helena.  For  reprints,  write  Mr.  Radford  Brooks.  Dept,  of  Microbiology,  Mon- 
tana State  University,  Bozeman,  Montana  59715. 


tive  for  HBsAg  in  all  three  assays  were  desig- 
nated chronic  HBsAg  carriers.  Occurrence  of 
HBsAg/anti-HBs  prevalence  was  related  to 
each  patient’s  age,  sex,  location  within  the  in- 
stitution, duration  of  institutionalization,  as- 
sociated diagnosis  as  well  as  selected  habits  and 
abilities  commonly  observed  among  the  in- 
stitutionalized developmentally  disabled.  Dif- 
ferences were  tested  for  significance  (p^.05) 
using  the  Odds-Ratio  test. 

Results 

The  results  of  the  initial  HBsAg/anti-HBs 
test  (Table  1)  show  4.2  per  cent  positive  for 
HBsAg,  12.6  per  cent  positive  for  anti-HBs,  and 
16.0  per  cent  positive  for  either  of  these  markers 
of  HBV  infection.  Four  chronic  carriers  of 
HBsAg  were  identified.  Incidence  in  the  general 
U.  S.  populations  has  been  estimated  to  be  0.5-1 
per  cent  for  HBsAg  and  4 per  cent  for  anti- 
HBs2  =5. 

The  prevalence  of  HBV  infection  as  related  to 
standard  epidemiological  age  groupings  was 
calculated  for  all  patients.  No  statistically  sig- 
nificant correlations  were  obtained  with  either 
HBsAg  or  anti-HBs  prevalence. 

A significant  correlation  was  demonstrated 
between  male  patients  and  high  levels  of 
HBsAg  and  anti-HBs  prevalence  (Table  2). 
There  was  an  approximate  2:1  difference  be- 
tween males  and  females  for  both  markers  of 
HBV  infection  and  a 3:1  difference  in  chronic 
HBsAg  carriers. 

The  prevalence  of  HBV  infection  as  it  related 
to  the  patient’s  location  within  BRSH  was  also 
calculated.  One  male  cottage  was  found  to  have 
a significantly  higher  level  of  anti-HBs  preva- 
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TABLE  1 


TABLE  2 


HBsAg/ANTI -HBs  Rad i o i mmunoassay 


Group 

Number 

of 

Total  Patients 

Patients 

52't 

100 

Anti -HBs (+)* 

66 

12.6 

HBsAg(+) 

Chronic  Carriers  of 

22 

4.2 

HBsAg 

Patients  (+)  for  both 

k 

0.7 

HBsAg  and  anti-HBs 
Patients  {+)  for  either 

I) 

0.7 

HBsAg  or  anti-HBs 

* + = pos i t i ve  for 

Sk 

16.0 

lence  when  compared  with  other  male  cottages, 
female  cottages,  and  co-ed  living  areas.  This 
male  cottage  housed  one  chronic  carrier.  No 
statistical  correlation  between  HBsAg/anti- 
HBs  prevalence  and  duration  of  institutionali- 
zation was  obtained  in  this  study. 

Selected  habits  and  abilities  of  patients  in  the 
test  population  were  analyzed  for  their  correla- 
tion to  HBsAg/anti-HBs  prevalence.  Among  the 
observations  on  toilet  training,  those  patients 
completely  toilet  trained  were  found  to  have 
higher  levels  of  anti-HBs  prevalence  than  those 
partially  trained  or  receiving  no  training.  Am- 
bulatory patients  were  found  to  have  signifi- 
cantly higher  levels  of  HBsAg/anti-HBs  preva- 
lence when  compared  to  non-ambulatory  pa- 
tients. When  observing  relative  levels  of  feed- 
ing skills  a significantly  higher  level  of  anti- 
HBs  prevalence  was  found  in  those  patients 
I possessing  complete  feeding  skills  when  com- 
; pared  to  those  patients  with  partial  or  no  feed- 
;j  ing  skills.  Among  the  various  habits  observed, 
drinking  from  faucets,  sinks,  and  bathtubs  was 
found  to  be  correlated  to  significantly  higher 
|:  levels  of  anti-HBs  prevalence.  A limited  corre- 
lation was  obtained  between  playing  in  urine 
I and  HBsAg  prevalence. 

The  relationship  of  a patient’s  associated 
diagnosis  and  HBsAg/anti-HBs  prevalence  was 
also  calculated.  No  statistical  correlation  to 
Down’s  Syndrome  or  any  other  retardation  syn- 
drome was  obtained.  However,  2 of  4 HBsAg 
chronic  carriers  had  been  diagnosed  as  Down’s 
Syndrome  patients.  No  new  clinical  HBV  infec- 
tions were  identified  during  study. 

I Discussion 

Although  the  prevalence  of  HBsAg/anti-HBs 
at  BRSH  is  significantly  higher  than  that  of  the 
B general  U.  S.  population,  no  new  clinical  cases 


HBsAg/ANT I -HBs  Association  With  Sex 

Chronic  Carrier 

Sex HBsAg  (%+) ANT  I -HBs  (/+)  (HBsAg) 

Male  17/307  (5-5)^  '<9/307  ('5.9)^  3 

Female  5/217  (2-3)  17/217  (7.8)  I 

a,b  = Percentages  that  differ  In  superscript  are 

significantly  different  using  the  Odds-Ratio 
tes  t p . 05 

of  Hepatitis  B were  observed  during  this  15 
month  study.  It  was  also  observed  that  there 
was  a slightly  lower  prevalence  of  HBsAg/ 
anti-HBs  in  the  nonpermanent  residents  of 
BRSH  than  in  the  permanent  residents.  These 
data  seem  to  imply  either  a sporadic  occurrence 
of  transmission,  or  continuous  transmission  at  a 
very  low  level,  with  the  majority  of  cases  in 
either  instance  being  subclinical  or 
asymptomatic.  It  is  interesting  to  note  that 
BRSH  has  a remarkably  low  chronic  HBsAg 
carrier  rate  of  0.7  per  cent.  The  lack  of  signific- 
ant differences  in  HBsAg/anti-HBs  prevalence 
by  age  or  by  length  of  residence  also  suggests  a 
very  low  or  negligible  continuing  risk.  Because 
the  test  population  was  not  retested  for  anti- 
HBs  6 months  or  12  months  later,  the  possibility 
that  transmission  did  occur  during  that  year 
cannot  be  totally  excluded.  These  data  raise 
questions  as  to  whether  there  may  be  a 
minimum  population  of  exposed  susceptible  pa- 
tients to  allow  continuous  transmission. 

A significantly  high  level  of  anti-HBs  pre- 
valence was  observed  in  one  male  cottage  that 
housed  a chronic  carrier.  These  data  suggest  a 
possible  clustering  trend  of  anti-HBs  around 
chronic  carriers.  It  is  interesting  to  note,  how- 
ever, that  three  other  cottages  housing  a 
chronic  carrier  were  not  found  to  exhibit  this 
clustering  trend.  It  is  unclear  whether  these 
anti-HBs  positive  patients  were  infected  as  a 
result  of  contact  with  their  respective  chronic 
carrier.  Alternatively,  all  patients  in  that  male 
cottage  may  have  been  infected  in  a reasonably 
close  time  frame  with  one  patient  converting  to 
a chronic  carrier  status.  Finally,  some  chronic 
carriers  may  be  more  efficient  transmitters 
than  others.  The  lack  of  records  on,  and  the  high 
frequency  of  patient  relocation  has  hampered  a 
more  precise  retrospective  approach  to  this  cor- 
relation. 

At  an  institution  such  as  BRSH  the  modes  of 
transmission  of  HBV  infection  can  be  varied 
and  numerous.  The  majority  of  transmission  is 
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assumed  to  be  nonparenteral.  The  data  imply 
that  transmission  of  HBV  at  BRSH  may  be 
sporadic  or  continuous  at  a very  low  level.  This 
study  did  not  implicate  an  obvious  common 
point  source  of  infection.  These  observations 
raise  the  question  as  to  whether  there  may  be  a 
relative  difference  in  the  "efficiency”  of  trans- 
mission in  different  patients.  Are  there  specific 
habits  or  skills  that  facilitate  transmission  of 
HBV?  Significantly  high  levels  of  anti-HBs 
prevalence  were  found  among  patients  who 
drank  regularly  from  faucets,  sinks  and 
bathtubs.  Patients  frequently  are  not  given 
liquids  at  specified  times  in  an  effort  to  control 
incontinence.  As  a result,  patients  resort  to 
drinking  from  any  container  they  encounter. 
Ambulatory  patients  as  well  as  those  possessing 
complete  feeding  skills  also  were  found  to  have 
significantly  higher  levels  of  anti-HBs  preva- 
lence. These  data  imply  that  the  more  indepen- 
dent and  mobile  patient  is  at  a higher  risk  of 
acquiring  a HBV  infection,  possibly  because  of 
more  opportunity  for  personal  contact. 

Further  studies  plan  to  re-examine  periodi- 
cally the  cottage  and  non-cottage  contacts  of  the 
chronic  carriers  to  determine  rates  of  serocon- 
version among  contacts  and  to  define  more 
clearly  the  behavior  contributing  to  effective 
HBV  transmission,  using  similar  cottages 
without  a chronic  carrier  as  the  comparison. 
Because  of  the  association  with  drinking  from 
faucets,  sinks  and  tubs,  selected  environmental 
surface  sampling  of  carrier  cottages  and  non- 


TABLE  3 


HBsAg/ANT I -HBs  Association  with  Habits  and  Abilities 


Abilities 

HBsAg  {%+) 

ANTI -HBs  (^+) 

Chronic  Carrier 
(HBsAq) 

Toi let  Training 

Complete 

8/160  (5.0) 

29/160  (18.1) 

1 

Partial 

3/102  (2.9) 

15/102  (14.7) 

1 

None 

6/103  (5.8) 

7/103  ( 6.8) 

2 

Ambul at  ion 

Yes 

16/285  (5.6) 

46/285  (16.0^ 

4 

No 

1/63  (1.6) 

3/6  (4.8) 

0 

Feed i ng  Skills 

Complete 

3/77  (3.9) 

18/77  (23.8)  ^ 

2 

Partial 

12/226  (5.3) 

29/226  (10.9) 

1 

None 

2/52  (3.8) 

2/52  (9.6) 

1 

Chronic  Carrier 

*Hab  i ts 

HBsAq  (U) 

ANTI-HBs  {%+) 

(HBsAq) 

Plays  in 

0/16  (0.0) 

2/16  (12.5) 

0 

toi let 

Plays  in 

feces 

't/56  (7.1) 

3/56  (5.4)^ 

2 

Plays  in  urine 

3/17  (17.6) 

2/17  (11 .8) 

2 

Foreign  objects 

in  Mouth 

1/72  (l.it) 

9/72  (12.5)® 

0 

Clothes  in  Mouth  0/20  (O.O) 

0/72  (0.0)^ 

0 

Drinks  from 

Faucets,  Sinks 

and  Tubs  k/hk  (9.1) 

13/44  (29.5)'’ 

2 

a/fa  = Percentages  that  differ 

• in  superscript 

are 

significantly  different 

; using  the  Odds* 

•Ratio 

test  p — 

.05 

* Habit  groupings  are  not  mutually  exclusive, 

carrier  cottages  may  further  elucidate  the 
modes  of  transmission. 

The  discrepancies  between  this  study  and 
similar  work  done  in  other  institutions'*  ® under- 
score the  fact  that  each  institution  presents  a 
unique  epidemiological  setting.  The  need  for 
individualized  epidemiological  studies  of  HBV 
at  institutions  such  as  BRSH  is  apparent.* 
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Treatment  of  Acne  in  a 
Cold-Dry  Climate* 


David  L.  Stabenow,  MD 
Missoula,  Montana 


An  up-to-date  approach  to  treatment  of  acne  mod- 
ified for  acceptance  by  patients  in  the  climate  of  the 
Rocky  Mountain  region  is  presented,  based  on  sig- 
nificant revisions  of  treatment  of  the  past  decade. 


In  the  past  decade,  the  treatment  of  acne  has 
been  intensively  studied  and,  as  a result,  sig- 
nificantly revised.  Much  of  this  study  has  been 
done  in  the  East  and  South  where  the  climate  is 
relatively  warm  and  wet.  The  treatment  regi- 
mens recommended  by  these  studies  are  not 
always  appropriate  in  the  Rocky  Mountain  area 
with  its  extreme  dryness  and  cold  winters.  Mod- 
ifications are  necessary  to  make  the  treatment 
programs  acceptable  to  the  acne  patients  of  the 
region.  It  must  be  emphasized  that  a patient 
will  never  benefit  from  a treatment  program  he 
will  not  use.  The  first  part  of  this  review  is  a 
discussion  of  improved  and  acceptable  methods 
of  treating  acne  in  the  Rocky  Mountain  area. 
The  second  part  suggests  treatment  regimens 
for  different  types  of  acne. 

Methods  of  Acne  Treatment 

Soaps:  Soaps  are  beneficial  in  the  treatment  of 
acne  by  removing  oil  and  thereby  drying  the 
skin.  In  a dry  climate  this  is  a mixed  blessing  as 
the  transition  from  dryness  to  chapping  and 
irritation  occurs  easily.  A good  drying  soap  may 

‘from  the  Western  Montana  Clinic.  Missoula.  Montana.  Dr.  Stabenow  is  now  an 
Assistant  Professor  of  Dermatology  with  the  Division  of  Dermatology,  Univer- 
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be  all  that  is  needed  to  control  very  mild  acne 
satisfactorily,  but  as  soon  as  the  need  for  other 
topical  products  arises,  restriction  of  the  use  of 
soap  to  one  formulated  for  dry  skin  may  be 
necessary.  Soaps  such  as  Dove,  Neutrogena, 
Keri  are  effective.  Ivory,  however,  is  quite  dry- 
ing. Whether  "medicated”  soaps  have  any  be- 
nefit beyond  simple  drying  is  dubious.  In  any 
case  most  of  the  special  "acne”  soaps  are  formu- 
lated to  be  quite  drying  and  must  be  used  with 
caution.  When  one  finds  it  necessary  to  restrict 
the  total  drying  effect  then,  probably,  the  use  of 
a mild  soap  and  normal  amounts  of  the  other 
topical  agents  chosen  is  better  than  the  use  of  a 
drying  soap  and  limited  amounts  of  the  other 
agents. 

Shampoos:  Most  patients  who  have  acne  have 
an  oily  scalp  which  probably  aggravates  acne  of 
the  forehead.  The  use  of  a drying  shampoo  such 
as  Sebulex  can  be  beneficial.  The  frequency  of 
use  is  determined  by  how  quickly  the  oil  returns 
to  the  hair. 

Diet:  Diet  has  not  been  shown  to  be  important 
in  the  pathogenesis  of  acne  and  diet  restriction 
of  reasonable  degree  does  not  improve  acne.  An 
occasional  patient  believes  strongly,  however, 
that  some  particular  food  aggravates  his  acne. 
To  allow  these  patients  to  avoid  that  food  item 
does  no  harm  and  may  improve  rapport.  A posi- 
tive approach  as  to  what  should  be  eaten  may 
also  improve  the  average  teen-ager’s  diet.  Sup- 
plemental Vitamin  A is  not  indicated  in  the 
treatment  of  acne.  The  administration  of  sup- 
plemental zinc  for  acne  is  experimental  at  this 
time  and  is  not  warranted  until  more  is  known 
about  its  effects. 
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Drying/Peeling  Agents:  Topical  applications 
of  preparations  which  dry  and  peel-removing 
the  topmost  horny  layer — are  very  helpful  in 
the  treatment  of  acne.  Many  such  products  are 
available.  Whether  these  act  simply  by  drying 
and  peeling,  or  whether  individual  ingredients 
have  other,  as  yet  unknown,  actions  is  not  clear. 
Familiarity  with  three  or  four  agents  of  diffe- 
rent degrees  of  drying  and  peeling  is  sufficient. 
The  most  popular  and  one  of  the  most  potent 
agents  is  the  group  of  benzoyl  peroxide  gels. 
These  are  all  made  as  5 per  cent  and  10  per  cent 
preparations.  Very  few  patients  in  the  Rocky 
Mountain  area  tolerate  the  10%  form.  Even 
with  the  5 per  cent  gel,  application  may  have  to 
be  limited  to  every  other  or  every  third  day.  A 
benzoyl  peroxide  lotion  is  also  available  which 
is  less  drying.  Several  sulfur/resorcinol  type 
products  are  available,  and  are  suitable  for 
those  patients  who  do  not  tolerate  the  benzoyl 
peroxide  agents.  The  addition  of  estrogen  or  a 
corticosteroid  to  these  products  is  not  of  great 
benefit.  Choice  of  product  and  frequency  of  ap- 
plication must  be  individualized  for  each  pa- 
tient. Although  drying/peeling  agents  are  use- 
ful for  most  types  of  acne,  they  are  perhaps  most 
beneficial  for  the  patient  with  significant 
papular-pustular  acne. 

Topical  Vitimin  A Acid:  Vitamin  A acid 
applied  topically  decreases  the  number  and  size 
of  comedones  for  many  acne  patients.  It  is  less 
helpful  in  combatting  pustular  acne.  Vitamin  A 
acid  is  available  as  impregnated  pads,  solution, 
cream,  and  gel.  The  cream  and  gel  forms  are  less 
irritating  than  the  others  and  therefore  more 
useful  in  dry  areas.  Vitamin  A acid  in  any  form 
is  irritating  to  most  patients  for  the  first  four  to 
six  weeks  of  use  and  therefore  has  not  been  used 
as  widely  or  successfully  as  it  could  be.  The 
patient  should  apply  the  cream  or  gel — just  a 
small  amount  only  to  areas  of  acne  lesions — 
every  third  night  for  three  weeks,  then  every 
other  night  for  three  weeks,  and  then  only  every 
night.  This  will  decrease  the  initial  irritation 
but  necessitates  observing  the  patient  for  up  to 
two  months  before  deciding  that  Vitamin  A acid 
is  not  going  to  be  beneficial.  A small  portion  of 
acne  patients  will  not  tolerate  even  this 
schedule,  but  at  present  one  cannot  determine 
toleration  without  a trial  of  use.  Patients  using 
topical  Vitamin  A acid  should  be  advised  that 
they  may  sunburn  more  readily  than  before. 


Oral  Antibiotics:  Oral  antibiotics  are  probably 
the  most  useful  form  of  therapy  for  moderate  to 
severe  acne.  How  they  work  is  not  known  but 
few  dermatologists  doubt  that  they  do  work. 
There  are  three  topics  that  need  to  be  discussed: 
how  to  use  them,  which  one  to  use,  and  how  to 
follow  the  patient. 

The  use  of  oral  antibiotics  must  be  viewed  as 
a long-term  method  of  treating  acne.  A few  pa- 
tients may  be  brought  under  control  with  a 
short  course  of  oral  antibiotics  and  then  main- 
tained with  only  topical  agents,  but  most  pa- 
tients who  need  oral  antibiotics  are  going  to 
require  them  for  years.  It  is  often  possible  to 
reduce  the  dose — perhaps  to  zero — during  the 
summer  months,  but  when  cold  weather  returns 
and  sunshine  decreases  the  dose  will  have  to  be 
again  increased.  We  do  not  cure  acne.  We  only 
suppress  it  until  the  patient  "outgrows”  what- 
ever is  the  real  cause.  Antibiotics  are  most  help- 
ful in  pustular  and  cystic  acne.  They  are  not 
needed  nor  beneficial  for  mild  comedo  acne. 

Tetracycline  is  the  antibiotic  of  choice  for  oral 
use.  In  patients  having  only  a few  pustules, 
starting  with  250  mg.  twice  a day  may  be 
adequate;  usually  500  mg.  twice  a day  is  prefer- 
able until  the  patient  achieves  maximum  be- 
nefit. Then  the  dose  should  be  gradually  re- 
duced until  a minimum  maintenance  dose  is 
determined.  This  will  vary  from  patient  to  pa- 
tient but  occasionally  will  be  as  little  as  250  mg. 
every  other  day.  Some  patients  with  severe  acne 
will  respond  only  to  doses  of  tetracycline  bet- 
ween one  and  two  grams  per  day.  This  level 
increases  side  effects,  and  these  patients  should 
if  possible  see  a dermatologist.  Tetracycline 
should  not  be  given  before  puberty  or  during 
pregnancy  because  of  the  harmful  effects  it  can 
have  on  teeth.  Tetracycline  should  be  taken  on 
an  empty  stomach  for  maximum  absorption. 

Some  patients  who  do  not  do  well  on 
tetracycline — either  through  intolerance  or 
lack  of  response — will  do  well  on  one  of  the  other 
oral  antibiotics.  Erythromycin  and  minocycline 
are  the  most  popular  currently.  Erythromycin 
may  be  the  drug  of  choise  for  acne  in  women 
over  the  age  of  21.  The  use  of  lincomycin  and 
clindamycin  is  much  more  hazardous  and 
should  be  avoided. 

Tetracycline,  erythromycin,  and  minocycline 
appear  to  be  safe  for  long-term  use.  Followup 
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with  liver  function  tests  and  a complete  blood 
count  is  currently  recommended  on  a yearly 
basis.  The  most  difficult  short-term  side  effect  is 
candidiasis  of  the  vagina  in  females.  In  at  least 
some  patients  one  must  stop  the  antibiotics  to 
control  this. 

Topical  Antibiotics:  During  the  past  several 
years  there  has  been  increasing  interest  in  the 
topical  application  of  antibiotics  for  the  control 
of  acne.  Tetracycline,  erythromycin,  and  clin- 
damycin have  all  been  tried.  Clindamycin  ap- 
pears to  be  the  most  widely  used  at  present. 
None,  however,  is  available  commercially  at 
this  time.  The  serious  gastrointestinal  side  ef- 
fects seen  with  oral  use  of  clindamycin  have  not 
occurred  with  topical  application.  A satisfactory 
solution  can  be  made  by  adding  600  mg.  of  clin- 
damycin to  60  cc.  of  a 50/50-water/isopropyl  al- 
cohol mix.  Clindamycin  capsules,  filters  for  par- 
ticulate matter,  are  cheaper  than  injectable 
clindamycin.  This  is  applied  two  to  three  times  a 
day  with  the  fingertips.  Some  patients  who  do 
not  respond  to  oral  antibiotics  respond  to  this 
preparation.  Conversely,  some  patients  do  bet- 
ter with  oral  antibiotics.  A trial  of  topical  clin- 
damycin is  certainly  worthwhile  in  most  pa- 
tients with  papulo-pustular  acne. 

Acne  Surgery:  Acne  surgery  will  be  used  here 
to  include  comedo  extraction,  incision  of  in- 
flammatory lesions,  intralesional  injection  of 
corticosteroids,  dry  ice  "slush”  therapy,  etc.  All 
are  useful  in  some  patients.  Except  for  intrale- 
sional injections,  all  are  much  more  effective  if 
done  regularly  at  two  to  three  week  intervals. 
This,  however,  greatly  increases  to  cost  to  the 
patient.  Since  one  of  the  aims  of  any  therapeutic 
regimen  should  be  the  best  control  at  the  lowest 
cost  to  the  patient,  the  use  of  programs  which  do 
not  require  frequent  office  visits  is  preferable. 
Regular  acne  surgery  should  be  reserved  for  the 
patient  who  does  not  respond  to  therapy  he  can 
use  at  home.  Injection  of  dilute  corticosteroids 
into  cysts  and  large  inflammatory  lesions  is 
valuable  in  their  control  and  can  be  performed 
whenever  they  arise.  No  regular  schedule  of 
injections  is  necessary.  Atrophy  must  be 
watched  for,  though  mild  subcutaneous  atrophy 
occasionally  occurs  and  almost  always  disap- 
pears over  a period  of  a few  months  without 
treatment. 

Before  discussing  suggested  therapeutic  re- 
gimens for  the  different  types  of  acne,  a short 
discussion  of  a useful  method  of  recording  an 


acne  patient’s  progress  might  be  helpful.  At 
each  visit  the  patient’s  chart  is  stamped  with 
the  following  design: 

Oil  

Comedones  

Papules  

Pustules  

Cysts  

Excoriations  

Scars 


Each  category  is  then  graded  from  0 to  4-1-  de- 
pending on  its  severity  at  that  visit.  This  allows 
progress  to  be  easily  followed  at  succeeding  vis- 
its. Each  physician  will  develop  his  own  idea  of 
what  1-t-  or  3-f  means.  As  long  as  he  is  consis- 
tent from  patient  to  patient  and  week  to  week 
the  system  will  be  of  value.  The  benefit  of  grad- 
ing comedones,  papules,  pustules,  cysts,  and 
scars  is  obvious.  Grading  of  oil  can  be  used  to 
determine  if  a program  is  sufficiently  drying  or 
as  an  estimate  of  whether  a patient  is  following 
the  program  of  treatment.  Grading  of  excoria- 
tions is  important  since  patient  manipulation  of 
lesions  does  contribute  to  scar  formation. 

Suggested  treatment  programs  for  different 
types  of  acne  are  discussed  in  the  following 
paragraphs.  Unfortunately  not  all  acne  pa- 
tients respond  in  the  usual  manner  and  indi- 
vidualization of  therapy  is  important.  For 
example,  although  Vitamin  A acid  does  not  pro- 
duce much  benefit  in  most  patients  with  abun- 
dant pustules,  a few  such  patients  will  improve 
dramatically.  These  suggestions  should  be 
viewed  as  starting  points  only.  The  only  firm 
rule  one  can  follow  is  to  try  different  approaches 
until  each  patient  achieves  maximum  benefit. 

All  Acne  Patients 

The  considerate  physician  will  sit  down  with 
each  new  acne  patient  and  discuss  acne  in  some 
detail.  The  time  spent  in  educating  each  patient 
will  result  in  better  patient  compliance  with  the 
treatment  program  and  better  therapeutic  re- 
sults. Such  facts  as  that  there  is  no  ready  cure  but 
that  treatment  must  continue  until  the  "acne 
age”  is  past,  that  acne  flares  with  stress,  too 
little  rest,  and  menses,  that  any  treatment 
program  must  be  followed  faithfully  to  be  of 
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benefit  are  all  worthy  of  mention.  Diet  can  be 
discussed,  again  more  to  promote  good  basic 
nutrition  than  because  it  affects  acne.  The  im- 
portance of  shampooing  regularly  can  be  men- 
tioned. Above  all  do  stress  to  the  patient  that  all 
patients  can  be  helped  and  that  most  can  be 
helped  a great  deal,.  Development  of  a positive 
attitude  at  the  initial  visit  is  important. 

The  Patient  with  Mild  Acne 

The  patient  with  only  a few  comedones  and/or 
a few  papules  can  often  be  controlled  with  soap 
and  a good  drying/peeling  agent.  Even  if  a few 
pustules  are  present,  this  may  be  all  that  is 
needed.  Antibiotics  should  not  be  used  unless 
control  cannot  be  achieved  without  them.  Al- 
ways remember  that  a very  young  patient  with 
mild  acne  is  likely  to  get  worse  with  time.  Treat- 
ing the  mild  acne  successfully  will  not  prevent 
this  progression  so  it  is  important  to  follow 
these  patients  periodically. 

The  Patient  with  Comedones 

Vitamin  A acid  appears  to  be  the  treatment  of 
choice  for  the  patient  with  predominantly  com- 
edo acne.  For  those  patients  who  do  not  respond 
or  who  do  not  tolerate  this  preparation,  regular 
comedo  extraction  is  successful  though  time 
consuming.  Thorough  cleansing  with  soap  and 
water — perhaps  the  only  use  for  soaps  contain- 
ing scrubbing  particles  in  a dry  climate — may 
be  enough  to  control  patients  with  mild  disease 
but  for  those  with  moderate  numbers  of  com- 
edones or  more  this  will  probably  not  suffice. 

The  Patient  with  Papules 

The  patient  with  moderate  numbers  of  com- 
edones and  papules  or  papules  only  may  do  well 
with  Vitamin  A acid  alone,  a good  drying/ 
peeling  agent  alone,  or  a combination  of  the  two. 
Sometimes  antibiotics  may  be  needed  though 
they  are  not  always  beneficial.  The  more  severe 


the  papular  acne  the  more  likely  antibiotics  will 
be  needed.  This  group  of  patients  seems  to  have 
a significantly  variable  response  to  treatment 
and  some  trial  and  error  searching  is  often 
needed  to  find  a satisfactory  program. 

The  Patient  with  Pustules 

When  more  than  a few  pustules  are  seen, 
antibiotics  are  likely  to  be  necessary.  Either 
oral  or  topical  forms  can  be  tried.  Some  physi- 
cians occasionally  use  both  together  though  this 
should  be  reserved  for  patients  not  responding 
to  one  alone.  Vitamin  A acid  is  usually  not  help- 
ful. A good  drying/peeling  agent,  especially  one 
of  the  benzoyl  peroxide  gels,  often  is  helpful  and 
sometimes  may  be  all  that  is  needed.  Intrale- 
sional  corticosteroid  injections  may  resolve 
large  inflammatory  lesions  more  quickly  than 
antibiotics  and  topical  agents  alone. 

The  Patient  with  Cystic  Acne 

The  patient  with  significant  cystic  acne- 
cysts,  sinus  tracts,  etc. — should  be  followed  by  a 
dermatologist  if  at  all  possible.  At  a minimum, 
regular  consultation  with  a dermatologist  is 
mandatory.  Many  of  these  patients  are  difficult 
to  control  with  any  treatment.  Antibiotics  and 
acne  surgery  are  the  most  frequently  useful 
methods.  Vitamin  A acid  and  drying/peeling 
agents  are  usually  not  very  helpful.  Fortu- 
nately this  is  a relatively  uncommon  type  of 
acne. 

Summary 

Individual  acne  therapeutic  modalities  have 
been  discussed  and  programs  of  treatment  for 
specific  types  of  acne  suggested.  Acne  is  a com- 
mon disease  and  can  be  socially  disabling  if  not 
controlled.  Since  many  patients  and  their 
physicians  in  sparsely  settled  areas  are  not  able 
to  consult  a dermatologist  all  physicians  should 
be  familiar  with  the  treatment  of  acne.» 
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Irradiation  in  treatment  of 

benign  disease 

Fred  A.  Deigert,  MD,  and  Michael  C.  Huntington,  MD,  Billings,  Montana* 


Many  of  the  benign  diseases  formerly  treated  with 
irradiation  should  mt  be  so  treated  mw.  Present 
concern  over  development  of  radiation  related 
thyroid  cancers  requires  reassessment  in  application 
to  benign  diseases. 

Introduction 

In  the  1930’s  irradiation  was  used,  sometimes 
very  effectively,  to  control  many  of  the  benign 
diseases  which  are  now  more  appropriately 
treated  with  antibiotics,  anti-inflammatory 
drugs,  or  steroid  medication.  Also,  delayed  iat- 
rogenic malignancies,  particularly  in  the 
thyroid  gland,  have  appeared  with  a higher  in- 
cidence in  those  people  who  received  head  and 
neck  irradiation  in  childhood  for  some  of  these 
benign  conditions.^’ ^ 

We  feel  that  it  may  still  be  appropriate  to 
treat  some  benign  conditions  with  radiation, 
particularly  when  other  treatment  methods  fail 
and  the  disease  is  known  to  respond  favorably  to 
irradiation. 


Background 

The  propensity  of  radiation  to  change  cellular 
reactions  was  noted  soon  after  the  discovery  of 
I x-ray  in  1895  by  Whlhelm  Roentgen.  A story  is 
! told  that  one  of  Madame  Curie’s  mentors,  Bec- 
; querel,  was  carrying  a vial  of  radium  salt  in  his 

I *Drs.  and  Huntington  are  Therapeutic  Radiologists.  The  paper  was  presented  at  the 

; American  College  of  Physicians’  Montana- Wyoming  Regional  Meeting  in  Billings,  Sep- 
tember 10.  1977. 


vest  pocket.  When  he  removed  his  shirt  that 
evening  he  found  a small  red  skin  reaction  on 
his  chest  wail  corresponding  to  the  position  of 
the  radium  in  his  pocket.  This  led  to 
radiobiologic  experiments  which  confinned 
that  rays  from  not  only  radium  but  the  newly 
discovered  x-rays,  could  alter  cells  in  such  a way 
that  there  was  either  temporary  inflammation 
(after  low  dosages)  or  even  permanent  injury 
(after  high  dosages). 

Before  antibiotics  became  generally  availa- 
ble, the  hyperemia  and  mild  inflammatory 
changes  produced  with  low  dose  irradiation 
were  successfully  used  against  many  acute  and 
chronic  infections,  inflammations,  and 
hyperplastic  diseases.  Early  success  with  some 
of  these  conditions  spawned  widespread  use  of 
radiation.  But  normal  tissue  tolerances  were 
not  known  then  and  complications  began  to  ap- 
pear. Excessive  doses  were  observed  to  produce 
radiation  necrosis,  and  delayed  secondary 
malignancies  in  the  irradiated  areas. 

The  Problem  Of  Irradiation  Induced  Thyroid  Cancer 

Recent  studies  have  shown  an  increased  inci- 
dence of  thyroid  cancer  in  patients  twenty  or 
thirty  years  after  receiving  irradiation  to  the 
head  and  neck  region.  Radiation  was  used  in  the 
1930’s  and  1940’s  against  lymphoid  hyper- 
trophy in  Waldeyer’s  Ring  and  the  thymus  to 
reduce  airway  impairment  and  recurrent  infec- 
tion. Facial  and  scalp  irradiation  was  used  fre- 


for  1978 


89 


quently  to  suppress  acne  and  dermatophytoses. 

Whereas  an  expectation  of  four  thyroid  can- 
cers out  of  a population  of  100,000  might  be 
held,  the  incidence  in  patients  who  have  re- 
ceived this  irradiation  to  the  head  and  neck 
region  is  3,000  cases  in  100,000  (.004  per  cent 
versus  3 per  cent).  Studies  indicate  that  approx- 
imately one-fourth  of  the  patients  receiving 
head  and  neck  radiation  will  have  changes  in 
their  thyroid  gland  which  will  need  to  be  fol- 
lowed closely.  Only  those  patients  with  distinct 
palpable  nodules  will  require  surgical  man- 
agement.^ 

Dosages  generally  used  to  treat  benign  condi- 
tions were  in  the  range  of  100  to  1,000  rads.  By 
contrast,  diagnostic  dental  and  medical  X-rays 
give  usually  less  than  5 rad  per  study  to  directly 
exposed  tissues  in  the  head  and  neck  area.  A 
chest  X-ray  gives  less  than  1/100  rad  to  exposed 
tissues.®  X-ray  exposures  of  less  than  90  rad 
(lifetime  dose)  to  sensitive  tissues  such  as 
mammary  glands  are  not  felt  to  be  carcinogenic, 
but  an  absolute  radiation  threshold  for  car- 
cinogenesis has  not  yet  been  determined  and, 
indeed,  may  not  exist.®  Therefore,  physicians 
must  use  discretion  in  ordering  diagnostic 
X-rays,  and  technologists  must  use  proper 
shielding  and  techniques  in  obtaining  X-ray 
films. 

Two  excellent  publications  are  available  for 
detailed  review  of  the  problem.  One  is  found  in 
CA-Cancer  Journal  for  Clinicians,  published  by 
the  American  Cancer  Society,  May-June,  1976. 
The  other,  published  by  the  Department  of 
Health,  Education  and  Welfare,  is  entitled  Ir- 
radiation Related  Thyroid  Cancer,  Information 
for  Physicians.  A brochure  is  also  available  for 
your  office  patients  from  the  NIH-NCI  entitled 
Did  You  As  a Child  or  Young  Adult  Have  X-ray 
Treatments  Involving  Your  Head  and  Neck?^' 

Recommendations  from  the  American  Col- 
lege of  Radiology  state  that  given  a history  of 
previous  irradiation,  this  should  be  brought  to 
the  attention  of  the  patient’s  personal  physician 
for  a close  examination  of  the  entire  head  and 
neck  region,  but  particularly  the  thyroid  gland. 
Should  distinct  thyroid  nodules  be  felt  or 
nodules  in  the  parotid  gland  or  submaxillary 
glands  be  palpated,  surgical  investigation 
should  follow.  Keratotic  lesions  in  previously 
irradiated  skin  should  be  followed  with  care  and 
be  removed  if  malignancy  is  suspected. 


TABLE  1 

Benign  Disease  Treated  Successfully  Is  Irradiation  Con - 
in  Previous  Years  idered  Useful  Now? 


1 nfect ions 

Chron 1 c Otitis  Med  i a 

No 

Cellulitis 

No 

Gangrene 

No 

T i nea  Cap i tus 

No 

Tonsillitis 

No 

Fungal  Dermatoses 

No 

Acne  Vulgaris 

Rare  1 y- 

1 nf 1 ammat i ons 

Parot i t i s 

Rarely  (1  nope rab 1 e 
patients) 

Herpes  Zoster 

No 

Pancreat i t i s 

No 

Eczema 

Rare  ly 

Psor i as i s 

No 

Arthritis 

No 

Bursitis , Tendon i t i s 

Rarely 

Pep  tic  U 1 ce  r 

Somet i mes  ( 1 nope rab 1 e 
pat ients) 

Hyperplastic  Conditions 

Hyperparathyroidism 

Yes  ( 131  Iodine) 

Exophtha 1 mos 

Somet imes 

Hyperspl en i sm 

Somet imes 

Gynecomastia 

Yes** 

Met  ror  rhag I a 

Rarely*** 

Keloids  and  Hypertrophic  Scars 

Sometimes  (Immediately 
pos toperat i ve) 

Pituitary  Adenoma 

Yes 

Pey ron i e ' s D i sease 

Somet imes 

Viral  Warts 

Somet imes 

Midi ine  Granu loma 

Yes 

Giant  Cell  Bone  Tumors 

Somet I mes 

Hemang ioma 

Somet i mes 

Thymic  Hyperplasia 

No 

Polycythemia 

Yes  (32  Phosphorus) 

Ret i cul oenothe 1 ios i s 

Somet i mes 

Axillary  Hyperhydros  is 

Rare  1 y 

Facial  Keratosis 

Rare  I y 

Corneal  Pterygium 

Yes  (Pos toperat i ve 1 y) 

Salivary  Gland  Fistula 

Rarely 

Ovarian  Ablation 

Somet i mes  ( 1 nope rab le 

pat i ents) 


” If  all  available  alternatives  are  exhausted  and  psychological 
imprintation  is  developing. 

**|n  patients  to  be  started  on  estrogen  for  proststate  carcinoma. 
***!n  elderly  women  when  a tissue  diagnosis  is  unobtainable  and 
patient  is  medically  inoperable. 

Radiobiological  Implications 

Ionizing  irradiation  passing  through  a cell 
interacts  with  the  water  of  the  cell  creating 
breaks  in  the  molecular  bond  which  interacts 
with  adjacent  molecules,  usually  with  oxidation 
reactions.  This  interaction  affects  larger  pro- 
tein molecules,  enzymes  and  nucleic  acids, 
changing  the  metabolism  of  the  cell.  Some  of  the 
changes  are  sublethal  and  affect  only  cellular 
function  or  cell  membrane  permeability.  Other 
changes  are  more  critical  and  lead  to  cellular 
death.  It  appears  that  irradiation  is  most  effec- 
tive in  the  G2  phase  of  other  cellular  reproduc- 
tion phases  but  irradiation  will  inhibit  (Gi,  S, 

M)  causing  abortion  of  the  cell  at  the  time  of 
mitosis. 

Some  sublethal  DNA  changes  in  the  genetic 
material  of  the  chromosomes  lead  to  a predis- 
position for  cancer  after  a lag  period  of  10  or  15 
years.  Predisposition  also  may  be  due  to  relative 
tissue  anoxia  which  is  produced  by  the  fibrosis 
and  capillary  stenosis  in  the  irradiated  field.  ■ 
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A Current  Reassessment 

To  help  put  the  picture  of  radiation  treatment 
for  benign  disease  in  perspective  we  have  pre- 
pared a list  of  the  diseases  which  have  been 
successfully  irradiated  over  the  previous  years 
in  one  column  and  our  appraisal  of  the  current 
appropriateness  of  radiation  for  treatment  in 
the  right  column.  (See  Table  1) 

Summary 

Radiotherapy  as  treatment  for  benign  disease 
conditions  now  has  far  fewer  indications  than 
were  medically  acceptable  twenty  and  thirty 
years  ago.  Irradiation  still  has  a role  in  the 
treatment  of  selected  dermatologic  problems 
and  other  benign  diseases  in  which  the  alterna- 
tive methods  are  either  ineffective  or  are  even 


more  hazardous  than  irradiation.  Undoubtedly 
this  list  will  change  over  the  years  as  other 
treatment  methods  evolve. 

Since  irradiation  does  carry  a definitely  in- 
creased risk  of  delayed  tumor  genesis,  particu- 
larly with  thyroid  cancer,  any  irradiation 
treatments  to  the  head  and  neck  in  young  chil- 
dren should  be  avoided  when  other  methods  can 
be  used  without  detriment  to  the  patient’s 
health.  In  addition,  proper  shielding  of  the  criti- 
cal organs  is  important,  even  when  low  dose 
irradiation  is  used. 

We  also  recommend  that  a history  of  previous 
irradiation  therapy  should  be  a part  of  the  pa- 
tient’s medical  records,  and  that  periodic 
examinations  and  tests  necessary  to  detect  and 
properly  manage  these  iatrogenic  tumors 
should  be  instituted  by  physicians  involved  in 
the  patient’s  followup  care.» 
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Diagnosis  of  acute  aortic  dissection 


John  R.  Stone,  M.D,  Missoula,  Montana 


Signs  and  symptoms  of  aortic  dissection  are  pre- 
sented to  foster  awareness  of  varied  clinical  clues  to 
the  diagnosis. 


Significant  improvement  in  both  the  medical 
and  surgical  treatment  of  acute  aortic  dissec- 
tion has  occurred  in  the  past  20  years.  As  soon  as 
this  diagnosis  is  made,  the  blood  pressure 
should  be  lowered  with  trimethaphan  or  nitro- 
prusside  and  the  rate  of  left  ventricular  systo- 
lic pressure  rise  reduced  with  propanolol. 
Emergency  aortography  should  then  be  done  for 
definitive  diagnosis  and  decision  about  surgery 
or  continued  medical  treatment.^'  ^ If  cardiac 
surgery  or  aortography  is  not  available,  medical 
treatment  probably  allows  many  patients  to 
survive  transfer  to  an  appropriately  equipped 
referral  center. 

The  diagnosis  of  acute  aortic  dissection,  how- 
ever, must  first  be  suspected!  Afflicted  patients 
may  present  with  a wide  variety  of  signs  and 
symptoms,  most  related  to  partial  or  complete 
vascular  occlusion.  In  a recent  excellent  review. 
Slater  and  DeSanctis^  repeatedly  emphasized 
that  a high  index  of  suspicion  is  the  most  impor- 
tant factor  in  making  the  diagnosis.  It  is  the 
purpose  of  this  paper  to  review  the  variable 
presentations  and  predisposing  causes  of  this 
highly  fatal  condition.  Three  case  histories  are 
presented  which  show  some  of  these  manifesta- 
tions and  serve  as  a focus  of  discussion. 

CASE  1:  A 54-year  old  hypertensive  man  had  sudden,  sharp 
and  transient  anterior  chest  pain  followed  by  constant,  dull 
lower  sternal  aching  for  24  hours.  Physical  Exam:  Blood 
pressure  160/110  mm  Hg;  all  pulses  intact;  bruit  at  the  right 
base  of  the  neck;  apex  beat  typical  of  left  ventricular  hyper- 
trophy (LVH);  2/6  systolic  ejection  murmur  at  the  base;  2/6 


aortic  insufficiency  murmur  and  an  intermittent  soft 
pericardial  rub  at  the  right  base;  neck  veins  distended. 
ECG:  LVH.  Chest  X-Ray:  mild  widening  of  the  medias- 
tinum. Thoracic  Aortogram:  dissection  from  aortic  valve  to 
right  innominate  artery  with  partial  occlusion  of  the  in- 
nominate. Surgery:  Retrograde  dissection  into  the  pericar- 
dium as  well. 

CASE  2:  A 48-year  old  hypertensive  man  had  2 days  of 
intermittent  anterior  pleuritic  chest  pain  which  may  have 
radiated  to  the  base  of  the  neck.. Physical  Exam:  Blood 
pressure  140/90  mm  Hg.;  murmur  of  aortic  insufficiency. 
Chest  X-Ray:  widened  mediastinum.  Thoracic  Aortog- 
raphy: Dissection  of  the  ascending  aorta. 

Both  Cases  1 and  2 had  somewhat  unusual 
chest  pain.  Neither  patient’s  pain  had  a classi- 
cal tearing  quality.  Intermittent  chest  pain  only 
on  inspiration  is  probably  unusual.  Acute  aortic 
dissection  should  be  considered  in  any  type  of 
chest  pain,  as  well  as  in  pain  of  the  neck,  jaw, 
throat,  abdomen,  back  or  legs.  Chest  pain  which 
is  strictly  anterior  or  posterior  has  a high  as- 
sociation with  dissection  confined  to  the  proxi- 
mal or  distal  aorta  respectively.  Perhaps  10  to 
15  per  cent  of  patients  never  have  pain.^ 

Aortic  insufficiency  (AI)  should  always 
suggest  either  acute  or  chronic  dissection.  Care- 
ful search  for  this  murmur  should  be  made  in 
at3q)ical  locations,  particularly  along  the  right 
sternal  border.  AI  is  usually  best  heard  at  end 
expiration  in  the  sitting  position.  A bruit  such 
as  in  Case  1 (probably  from  the  innominate  ar- 
tery compromise)  may  be  the  only  physical  find- 
ing in  a patient  with  dissection.  Bruits  should 
be  carefully  sought  over  the  carotid,  axillary 
and  femoral  arteries  as  well  as  below  and  above 
the  clavicles.  Other  evidence  of  partial  vascular 
occlusion  includes  different  blood  pressures  and 
nonsimultameous  radial  and  femoral  pulses. 

Case  1 had  a pericardial  friction  rub  at  the 
right  base.  This  rub  was  very  soft,  well  localized 
and  could  easily  have  been  missed.  All  en- 
vironmental noises  should  be  kept  at  a 
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TABLE  1 


TABLE  2 


Neurological  Manifestations 

T rans i ent  b I i ndness 
Extremi ty  paresthes ias 
Extremitv  paralysis  or  weakness 
Transient  reflex  changes 

minimum  while  searching  for  the  high  fre- 
quency murmur  of  aortic  insufficiency  or  a 
pericardial  friction  rub.  In  Case  1,  the  murmur 
and  rub  might  both  have  been  missed  if  the  air 
conditioning  fan  and  oxygen  hadn’t  been 
routinely  shut  off  during  the  cardiovascular 
examination. 

CASE  3:  This  64-year  old  hypertensive  man  collapsed  on 
the  street.  Physical  Exam:  Confused;  no  pulse  palpable  in 
the  right  arm  (50  mm  Hg  by  Doppler);  systolic  bruit  over  the 
manubrium  to  the  carotids;  3/6  systolic  murmur  at  the 
upper  right  sternal  border;  1/6  AI  murmur  over  the  mid- 
stemum.  ECG:  nonspecific  ST-T  changes.  Chest  X-Ray: 
upper  mediastinal  widening.  Thoracic  Aortography:  dissec- 
tion of  the  ascending  aorta  with  obstructed  right  subcla- 
vian. 

This  patient  presented  with  a pulseless  arm 
after  collapsing.  The  AI  murmur  was  soft  and 
easily  could  have  been  missed.  The  reason  for 
the  collapse  and  confusion  mav  have  been  due  to 
transient  obstruction  of  cerebral  blood  flow, 
though  the  definite  cause  was  never  proved. 
Neurologic  symptoms  in  aortic  dissection  are 
varied  and  may  be  either  temporary  or  perma- 
nent (Table  1).  Some  patients  with  dissection  of 
the  distal  aorta  may  have  only  sudden,  un- 
explained leg  weakness  and  back  pain.  A vari- 
ety of  other  signs  and  symptoms  may  occur  (Ta- 
ble 2).  Manifestations  of  particular  note  include 
hematuria,  asymmetric  jugular  vein  distention, 
heart  block,  ileus  and  chronic  fever  (mimicking 
bacterial  endocarditis  when  AI  is  present).^ 


Other  Symptoms  & Signs 

Melena 
Hematemes i s 
I 1 eus 
Dyspnea 

Duplication  of  pulses 
1 ncreased  pulsation 
(From  auto  sympathectomy) 


TABLE  3 

Associated  Cond i t ions 


Hematur I a 

Asymmetric  jugular  vein  distention 
Superior  vena  cava  obstruction 
Pulsating  neck  mass 
Hemoptys i s 
Heart  block 

Fever 

Icterus  ( from  hemolysis) 


Hypertens ion 
Atheros 1 ceros i s 
T rauma 
Pregnancy 
1 at  rogen i c 
Aortic  cross  clamp 


Marfan's  Syndrome 
Eh  1 ers-Dan los  Syndrome 
Relapsing  po 1 ychondr i t i s 
Systemic  lupus  erythematosus 
Coarctation  of  the  aorta 

Bicuspid  aortic  valve 


Intra-aortic  bal loon 

Cardiac  catheterization  Valvular  aortic  stenosis 


Familiarity  with  associated  conditions  (Table 
3)  may  particularly  suggest  aortic  dissection  in 
patients  with  atypical  presentations.  Hyper- 
tension is  the  most  commonly  related  condition, 
but  trauma,  Marfan’s  syndrome,  pregnancy, 
cardiac  catheterization,  cardiac  surgery  and 
others  may  also  be  related.^ 

Dissecting  aneurysm  of  the  aorta  is  a catas- 
trophic illness  with  high  mortality.  Early  medi- 
cal and  surgical  treatment  has  considerably 
improved  the  outlook  for  these  patients,  but  the 
condition  must  be  suspected  before  appropriate 
measures  can  be  taken.  This  paper  has  reviewed 
the  signs  and  symptoms  of  aortic  dissection  in 
hope  of  fostering  awareness  of  the  varied  clini- 
cal clues  to  this  diagnosis.  • 
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Carbon  monoxide  intoxication 

With  multiple  complications 


David  E.  Anderson,  MD,  Great  Falls,  Montana* 


Carbon  monoxide  intoxication  may  occur  acutely  as 
in  exposure  to  faulty  heaters  or  defective  automobile 
exhaust  systems  or  chronically  as  in  workers  chroni- 
cally exposed  to  engine  exhaust.  Treatment  involves 
oxygen  administration  in  order  to  decrease  the  half 
life  of  carboxy hemoglobin. 

Complications  of  carbon  monoxide  poisoning 
are  often  not  thought  of  during  the  initial  man- 
agement of  the  problem  but  can  be  more  devas- 
tating than  the  original  problem.  These  compli- 
cations include  aspiration  pneumonia,  adult  re- 
spiratory distress  syndrome,  cerebral  hemis- 
phere demyelination  with  widespread  foci  of 
cellular  degeneration  in  the  cerebrum,  cerebel- 
lum, and  basal  ganglia,  peripheral  neuro- 
pathies, rhabdomyonecrosis,  myocardial  dam- 
age and  renal  insufficiency. 

The  case  presented  illustrates  several  of  these 
complications  along  with  their  management. 


CASE  HISTORY 

Patient  is  a 23-year  old  man  who  was  found  by  the  high- 
way patrol  unconscious  in  a car  with  the  ignition  turned  on 
and  the  gas  tank  empty.  He  was  lying  hyperextended  over 
the  front  seat  having  vomited,  with  his  legs  forced  against 
the  dashboard  of  the  car.  Oxygen  was  administered  enroute 
to  the  emergency  room. 

Upon  arrival  in  the  emergency  room  he  was  stuporous, 
responding  by  opening  and  closing  his  eyes,  and  moving  all 
extremities  voluntarily.  His  extremities  were  cherry-red  in 
appearance  and  at  pressure  points  had  a crimson-red  ap- 
pearance. Bilateral  lower  extremity  edema  was  present, 
more  severe  on  the  left  than  the  right.  The  distal  left  lower 
extremity  appeared  extremely  purpuric  and  cold  to  palpa- 
tion with  absent  dorsalis  pedis  and  posterior  tibial  pulses. 

Patient  was  placed  on  100%  02  via  rebreather  mask  and 
blood  gases  on  the  same  showed  pH  7.32,  PaC02  30.0,  HCOs 
15.7,  PaCfe  83.0,  % saturation  97.0%  buffer  base  9.5.  COHB 
level  was  20%  . Admission  chest  x-ray  showed  atelectasis  of 
the  right  upper  lobe,  Na  145,  K 5.1,  Cl  109,  creatinine  1.6, 
Hb  17.1,  WBC  28,000,  (74%  N,  12%  L,  3%  M). 

During  the  next  four  hours  his  PaOa  dropped  to  48  on 
100%  oxygen  via  rebreather  mask,  and  his  left  lower  ex- 
★ 
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tremity  remained  cool  with  no  palpable  pulses  below  the  left 
femoral  pulse.  It  was  felt  that  he  had  an  anterior  compart- 
ment syndrome.  He  was  intubated  and  taken  to  surgery 
where  a fasciotomy  was  done.  Arteriogram  at  surgery  did 
not  disclose  any  embolic  disease  or  thrombosis  in  the  left 
lower  extremity.  Following  intubation  he  became  hypoten- 
sive and  was  treated  with  Ringer’s  lactate,  Rheomacrodex 
500  cc  IV  every  17  hours,  and  placed  on  a dopamine  drip  to 
maintain  his  systolic  B.P.  above  90  mm  Hg.  Post  intubation 
chest  x-ray  showed  alveolar  infiltrates  of  all  lung  fields  with 
cardiomegaly.  Aspiration  pneumonia  was  suspected  and  he 
was  placed  on  IV  penicillin,  gentamycin  and  Solu-Medrol. 
He  was  also  digitalized  over  a 24  hour  period. 

During  surgery  he  was  placed  on  8 cm  positive  end  ex- 
piratory pressure  (PEEP).  Later  the  next  day  he  was  cough- 
ing up  large  amounts  of  frothy  serosanguinois  sputum.  His 
chest  x-ray  revealed  opaque  lung  fields,  and  on  an  F1O2  of 
1.0  with  8 cm  PEEP,  his  PaCfe  was  60.  Treatment  for  the 
Adult  Respiratory  Distress  Syndrome  was  then  instituted 
and  included  fluid  restriction,  salt  poor  albumin,  intraven- 
ous furosemide,  weaning  patient  off  of  dopamine,  and 
gradually  increasing  PEEP  to  15  cm  water.  His  pulmonary 
compliance  was  measured  as  an  estimation  of  the  effect  of 
PEEP  on  cardiac  output  and  did  not  vary  from  27-30  as 
PEEP  was  increased.  On  this  therapy  he  quickly  improved 
and  the  F1O2  was  reduced  to  a safe  therapeutic  level  of  0.4 
within  24  hours.  He  was  weaned  from  PEEP,  and  within 
four  days  from  the  respirator.  Later  chest  x-rays  revealed  a 
small  pneumomediastinum  and  pneumopericardium  as 
well  as  resolving  alveolar  infiltrates. 

In  spite  of  maintaining  an  urine  output  of  40-60  cc  per 
hour  with  furosemide  and  an  alkaline  pH  of  the  urine,  the 
patient’s  creatinine  rose  rapidly  and  on  the  fifth  hospital 
day  he  was  started  on  hemodialysis  which  was  continued  for 
one  week.  Later  his  renal  function  returned  to  normal. 

Following  resolution  of  his  pulmonary  and  renal  problem 
it  became  apparent  that  he  had  developed  multiple 
peripheral  neuropathies  with  foot  drop  of  the  left  lower  leg, 
weakened  and  atrophic  right  quadriceps  femoris  muscle, 
weakened  and  atrophic  shoulder  girdle  muscles  of  the  right 
upper  extremity  with  winging  of  the  right  scapula.  Sensory 
loss  and  decreased  deep  tendon  reflexes  accompanied  these 
findings. 

One  month  following  discharge  his  pulmonary  function 
studies  had  returned  to  normal  except  for  a slightly  reduced 
Dcq.Renal  function  was  normal. 

Neurologic  exam  at  that  time  showed  minus  one  weak- 
ness of  the  right  shoulder  girdle  muscles,  especially  abduc- 
tors of  the  right  arm  with  minimal  winging  right  scapula, 
minus  three  weaknesses  of  the  right  knee  flexors  and  exten- 
ders, primarily  the  quadriceps  femoris  with  atrophy  of  the 
same;  minus  four  weaknesses  of  the  dorsiflexors  of  the  left 
ankle.  Sensory  testing  showed  minus  four  dysesthesias  of 
the  left  ankle  and  foot,  glovestocking  fashion,  and  minus 
four  dysesthesias  of  right  anterior  and  medial  thigh  and 
knee  extending  halfway  down  the  right  lower  leg.  Vibration 
sense  was  normal  in  all  extremities. 
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TABLE  I 


TABLE  2 


Carbon 

Monoxide  Intoxication 

with  Mult! 

i p 1 e Compl 1 cat  ions 

CO  Hgb. 

CO  i n 

Saturation 

? Effect 

Air  (?) 

Effect 

0-10^ 

None 

0.01 

A1 1owab 1 e 2-A  hr. 

10-20 

Headache? 

0.04 

A1 lowabl e 1 hr. 

20-30 

Th  robb I ng 
headache 

Giddy  on 

0.06 

Causes  effect  In  1 hr 

exertion 

0.  10 

Unpl easant 

30-40 

Weak , d i zzy  ,d  i m 

0.15 

Dangerous  i hr. 

vision. 

Nausea 

0.^ 

Fatal  1 hr.  or  less 

40-50 

Co  1 1 apse  , Pulse 

and  resp i ration 
i ncrease . 

50-60 

Stupor.  May  conv 
death  known 

u 1 se , 

60-70 

Coma.  Depressed 

card iovascu 1 ar 
and  resp i rat i on 

system 

70-80 

Death  likely 

80? 

Death  almost  certain 

Discussion 


This  case  illustrates  several  complications 
associated  with  carbon  monoxide  poisoning  in- 
cluding aspiration  pneumonia  with  ARDS, 
acute  renal  failure  associated  with  myo- 
globinuria, rhabdomyonecrosis,  and  peripheral 
neuropathies. 

The  management  of  carbon  monoxide  poison- 
ing involves  reversing  the  patho-physiologic 
process  as  quickly  as  possible.  Carbon  monoxide 
binds  to  hemoglobin  over  one  hundred  times  as 
readily  as  oxygen  and  once  it  is  bound  dis- 
sociates from  that  protein  very  slowly.  Car- 
boxyhemoglobin  shifts  the  oxyhemoglobin 
curve  to  the  left  and  hence  less  oxygen  is  availa- 
ble from  the  remaining  oxyhemoglobin.^-  ® Al- 
though oxygen  tension  may  remain  near  nor- 
mal, oxygen  content  (or  saturation)  may  fall 
sharply. 

The  symptoms  of  carbon  monoxide  intoxica- 
tion are  related  to  the  carboxyhemoglobin  sat- 
uration as  illustrated  in  Table  1 and  vary  from 
headache  and  giddiness  to  stupor  and  coma.^ 
The  duration  of  allowable  exposure  for  survival 
depends  on  the  carbon  monoxide  concentration 
in  inhaled  air.  Chronic  carbon  monoxide  expo- 
sure as  in  industrial  exposure  must  be  kept  in 
mind  as  well  as  acute  exposure. 

Physical  findings  include  a cherry  pink  color 
of  the  skin  with  or  without  blistering  which  may 
be  difficult  to  appreciate.^  Arterial  blood  gases 
show  respiratory  alkalosis  with  a relative 
hypoxia,  a pattern  also  seen  in  the  adult  re- 
spiratory distress  syndrome.  Fever,  leuko- 
cytosis, hypertension,  and  tachycardia  may  also 
be  present.®  Measurement  of  the  car- 
boxyhemoglobin level  is  the  only  certain 
method  of  confirming  the  diagnosis. 


of  COHB 

F|02  .2  = 2AO-3OO  minutes 

F|02  1.0=  AO  min. 

FjOj  3.0  = 25  min. 

Once  the  diagnosis  of  carbon  monoxide  intox- 
ication is  established  or  suspected,  the  treat- 
ment involves  oxygen  administration.  The  half 
life  of  carboxyhemoglobin  is  dependent  upon 
the  F1O2  of  the  inspired  oxygen  as  illustrated  by 
Table  2.  The  T-^  of  COHB  at  an  F1O2  of  0.2  is 
240-300  minutes,  at  an  F1O2  of  1.0,  40  minutes, 
and  at  an  F1O2  of  3.0  in  25  minutes.  The  ad- 
ministration of  Fi02’s  of  greater  than  one  re- 
quire the  use  of  a hyperbaric  chamber  that  is 
often  not  readily  available. 

Resuscitation  of  patients  who  have  evidence 
of  stupor,  coma,  or  severe  motor  neurologic  im- 
pairment may  require  intubation  with  sedation 
or  curarization,  hypothermia,  steroids  and  fluid 
restriction  in  order  to  minimize  further 
neurologic  damage  while  the  tissue  hypoxia  is 
being  corrected.  Boutros  and  Hoyt  at  the  Uni- 
versity of  Iowa  reported  four  such  cases  treated 
successfully.^ 

Vomiting  and  aspiration  occur  not  in- 
frequently in  stuporous  or  comatose  patients.  In 
the  case  under  discussion  the  relative  hypoxia 
associated  with  respiratory  alkalosis  was  ini- 
tially attributed  to  carbon  monoxide  poisoning 
but  later  it  became  evident  that  the  adult  re- 
spiratory distress  syndrome  was  also  a major 
pathophysiologic  mechanism  in  that  patient. 
The  pathophysiology  in  ARDS  involves  leaky 
capillary  membranes  with  leakage  of  plasma 
and  cellular  blood  elements  into  the  alveoli  and 
with  the  resultant  degradation  of  surfactant 
and  alveolar  collapse.®  Hypoventilated  alveoli 
result  in  V/Q  abnormalities  with  shunting  and 
hence  increased  AaD02  resulting  in  tissue 
hypoxia.  Treatment  of  ARDS  involves  reversal 
of  these  pathophysiologic  mechanisms.  Fluids 
are  restricted  and  colloids  are  given  to  increase 
the  plasma  oncotic  pressure  reversing  the  flow 
of  fluid  from  capillaries  to  alveoli.  The  ad- 
ministration of  PEEP  raises  the  functional  re- 
sidual capacity  and  hence  decreases  alveolar 
collapse.  The  use  of  corticosteroids  remains  con- 
troversial but  is  thought  to  stabilize  mem- 
branes of  neutrophils  which  "leak”  into  the  al- 
veoli.^ In  the  case  under  discussion,  SoiuMed- 
rol,  penicillin  and  gentamycin  were  initially 
administered  because  aspiration  was  suspected 
to  be  a major  pathophysiologic  mechanism. 
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However  the  adult  respiratory  distress  syn- 
drome did  not  reverse  until  fluid  was  restricted, 
furosemide  administered,  salt  poor  albumin 
administered  and  PEEP  increased  to  15  cm  wa- 
ter. Compliance  was  measured  as  an  assess- 
ment of  optional  PEEP,  that  is  the  level  of  PEEP 
sufficient  to  reverse  the  pathophysiologic  pro- 
cess but  not  causing  a decrease  in  cardiac  out- 
put. Suter  and  others  demonstrated  that  the 
end-expiratory  pressure  resulting  in  maximum 
oxygen  transport  and  lowest  dead  space  fraction 
resulted  in  the  greatest  total  static  compliance.® 
When  the  adult  respiratory  distress  syndrome 
is  uncomplicated  by  other  pulmonary  disease 
and  is  responsive  to  appropriate  management 
the  pulmonary  function  studies  return  to  nor- 
mal as  was  demonstrated  in  this  case.  DCO  is 
the  last  study  to  become  normal. 

Rhabdomyonecrosis  has  been  reported  in- 
frequently in  relation  to  carbon  monoxide  intox- 
ication. This  condition  was  first  reported  among 
Napoleon’s  troops  during  their  occupation  of 
Berlin  during  the  early  years  of  the  19th  cen- 
tury when  they  were  exposed  to  chronic  carbon 
monoxide  poisoning  in  small  rooms  heated  by 
poorly  ventilated  stoves.  There  are  reports  of 
two  cases  of  myonecrosis  associated  with  carbon 
monoxide  poisoning.  One  case  was  a 20-year  old 
man  found  comatose  in  his  apartment  when  ex- 
posed to  a faulty  heating  system,  and  the  second 
case  was  that  of  a 70-year  old  lady  exposed  to 
chronic  carbon  monoxide  poisoning."^  The  case 
discussed  illustrates  the  importance  of  recog- 
nizing the  presence  of  myonecrosis  and  the  need 


for  prompt  fasciotomy  when  the  vascular  supply 
to  an  extremity  is  compromised. 

This  patient’s  renal  insufficiency  was  proba- 
bly related  to  myoglobinuria.  In  spite  of  diuresis 
with  furosemide  his  creatinine  rapidly  rose  and 
hemodialysis  was  required  for  one  week.  Later 
his  renal  function  returned  to  normal. 

Several  neurological  abnormalities  as- 
sociated with  carbon  monoxide  poisoning  have 
been  described.  Cerebral  hemisphere 
demyelination,  widespread  foci  of  cell  degener- 
ation in  the  cerebrum,  cerebellum,  basal  gang- 
lia and  focal  hemorrhage  may  occur.  Smith  and 
Brandon  found  that  cognitive  and  personality 
change  could  worsen  with  time  or  even  appear 
after  apparent  recovery.®  Peripheral  neuro- 
pathies have  been  reported  in  carbon  monoxide 
intoxication  and  are  probably  related  to  tissue 
hypoxia  or  a direct  toxic  effect  of  CO  upon  the 
nerve. Studies  done  in  rats  show  a loss  in 
small  and  large  myelinated  fibers  after  expo- 
sure to  carbon  monoxide.^®  The  case  under 
discussion  clearly  illustrates  multiple  periph- 
eral neuropathies  associated  with  carbon 
monoxide  intoxication. 

Summary 

A case  history  of  a patient  with  carbon 
monoxide  intoxication  complicated  by  aspira- 
tion pneumonia,  the  adult  respiratory  distress 
syndrome,  rhabdomyonecrosis,  acute  renal 
failure,  and  multiple  peripheral  neuropathies  is 
presented.  The  pathophysiology  of  these  com- 
plications is  discussed  along  with  their 
management.* 
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Extracorporeal  membrane  oxygenation 


C.  O.  Brantigan,  MD,  and  J.  B.  Grow,  Sr.,  MD,  Denver,  Colorado* 


Extracorporeal  membrane  oxygenation  (ECMO)  is 
an  exciting  new  support  modality  for  patients  in  acute 
reversible  pulmonary  insufficiency.  Although  the 
technic  is  in  its  infancy,  and  criteria  for  patient 
selection  need  to  be  perfected,  the  technic  can  be 
effectively  applied  in  any  hospital  with  surgical 
capability  of  open  heart  surgery. 


Every  year  in  the  United  States  40-60,000 
people  die  of  acute  respiratory  death^.  Adult 
respiratory  distress  syndrome,  respiratory 
burns,  pulmonary  contusions,  acute  viral, 
bacterial  or  pneumocystis  pneumonias,  or  pul- 
monary emboli  claim  the  lives  of  patients  whose 
other  organ  systems  would  support  productive 
useful  life.  Extracorporeal  membrane  oxygena- 
tion has  been  used  by  many  physicians,  usually 
in  small  numbers  of  patients,  to  support  the 
patient  while  the  lung  can  recover  from  the 
acute  insult^®’^’^^'^.  This  use  is  analogous  to  the 
use  of  renal  dialysis  to  support  a patient 
through  an  episode  of  acute  renal  failure.  The 
technic  and  procedures  used  are  relatively  new 
and  not  as  well  worked  out  as  they  are  for  renal 
dialysis,  but  the  equipment  is  largely  that  used 
for  standard  open  heart  procedures.  This  paper 
will  explore  the  uses  and  limitations  of  this  new 
technic. 

CASE  REPORTS 

Case  1:  A 56-year-old  man  with  tight  aortic  stenosis  and 
severe  coronary  artery  disease  underwent  aortic  valve  re- 
placement, triple  aortocoronary  bypass  grafting,  ventricu- 
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lar  aneurysmectomy,  and  right  coronary  artery  endarterec- 
tomy on  August  21,  1973  with  intraaortic  balloon  pump 
assist.  A subendocardial  infarction  occurred  during 
surgery.  Weaning  from  cardiopulmonary  bypass  was  dif- 
ficult and  required  a left  atrial  pressure  of  57  cm.  of  water. 
He  did  fairly  well  initially,  but  by  the  sixth  post-operative 
day,  his  p02  had  fallen  to  50  mm.  Hg.  on  100  per  cent  oxygen 
with  10  cm.  of  PEEP  (Fig.  1).  Venoarterial  bypass  was 
instituted  using  cannulas  in  the  axillary  artery  and  femoral 
vein.  The  patient  was  perfused  for  one  hundred  and  nine 
hours  using  the  Lande-Edwards  oxygenator  with  flow  rates 
of  IV2  liters  per  minute.  During  the  perfusion,  the  platelet 
count  fell  to  22,000  and  the  plasma  hemoglobin  rose  to  12 
mg.  per  cent.  The  patient’s  course  was  complicated  by  mas- 
sive hemorrhage.  In  addition  to  subcutaneous  and  inci- 
sional bleeding,  the  patient  developed  upper  gastrointesti- 
nal bleeding,  hemorrhagic  pancreatitis,  hemorrhagic  proc- 
titis, and  acute  renal  failure.  Clot  formation  in  the  nonrecir- 
culating cardiotomy  reservoir  was  a continuing  problem.  He 
exsanguinated  mortally  while  maintained  by  perfusion  and 
hemodialysis. 

COMMENT 

Many  lessons  were  learned  from  this  early  case. 
Whenever  membrane  oxygenation  is  carried  out,  high  flow 
perfusion  should  be  planned,  as  adding  a sufficient  number 
of  membrane  oxygenator  units  for  total  body  support  in- 
creases capability  of  the  technic  without  increasing  morbid- 
ity. A small  volume  recirculating  cardiotomy  reservoir  is 
important  to  prevent  clotting.  Lee-White  clotting  time 
proved  to  be  a very  poor  way  of  monitoring  the  patient’s 
anti-coagulation.  The  indwelling  left  atrial  pressure  line 
was  extremely  valuable  in  monitoring  the  patient’s  perfu- 
sion and  circulating  volume.  Additionally,  it  proved  of  no 
problem  to  add  renal  dialysis  to  the  system,  as  the  dialysis 
unit  could  be  just  spliced  into  the  extracorporeal  membrane 
circuit. 

Case  2:  A 76-year-old  man  underwent  triple  coronary  artery 
bypass  grafting  on  March  26,  1974  for  crescendo  angina. 
Although  he  did  well  initially,  he  developed  a severe  gram 
negative  pneumonia  immediately  postoperatively,  and  by 
the  third  day,  his  p02  had  fallen  to  50  mm  Hg.  on  100  per 
cent  oxygen  (Fig.  2).  His  cardiovascular  system  would  not 
tolerate  PEEP.  Venoarterial  bypass  was  instituted,  can- 
nulating  the  femoral  vein  and  femoral  artery.  Perfusion  was 
carried  out  for  forty-eight  hours  using  two  Lande-Edwards 
membrane  oxygenators  at  a flow  of  approximately  2 liters 
per  minute.  The  lower  half  of  the  body  was  better  oxyge- 
nated than  the  upper  half.  The  platelet  count  fell  to  20,000 
and  plasma  hemoglobin  rose  to  a maximum  of  98  mm.  per 
cent  just  prior  to  the  patient’s  death.  During  perfusion,  the 
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patient  developed  acute  renal  failure.  Major  hemorrhage 
occurred  and  31  units  of  blood  transfusion  were  required  in 
forty-eight  hours.  Because  of  the  severity  of  the  pulmonary 
failure,  membrane  oxygenation  could  not  be  discontinued, 
and  the  patient  exsanguinated  mortally. 

COMMENT 

This  patient  pointed  out  to  us  the  inadequacies  of  arterial 
return  into  the  femoral  artery.  Although  the  patient  was 
satisfactorily  oxygenated  by  the  system,  oxygenation  was 
far  better  in  the  legs  than  it  was  in  the  upper  portion  of  the 
body.  In  this  patient,  the  system  was  limited  by  venous 
return  rather  than  by  the  number  of  oxygenators,  as  the 
femoral  vein  cannula  did  not  extend  to  the  heart  and  thus 
did  not  adequately  drain  superior  vena  cava  effluent.  Again, 
the  Lee-White  clotting  time  proved  a poor  way  to  evaluate 
the  patient’s  clotting  parameters,  and  the  indwelling  left 
atrial  pressure  line  proved  invaluable  in  monitoring  the 
patient’s  intravascular  volume.  Platelet  transfusions  were 
given  both  to  this  patient  and  to  the  first  patient,  but  infused 
platelets  had  no  effect  on  the  overall  platelet  count. 

Case  3:  A 39-year-old  man  was  admitted  to  Denver  General 
Hospital  on  November  23,  1975  in  profound  shock  from  a 
shotgun  wound  to  the  abdomen.  Cardiac  arrest  ensued  and 
he  underwent  emergency  thoracotomy  with  cross-clamping 
of  his  descending  thoracic  aorta.  After  resuscitation,  an 
attempt  was  made  to  repair  the  devastated  intestinal  tract. 
A left  atrial  pressure  line  was  inserted  while  the  chest  was 
open.  During  the  course  of  the  operation,  the  patient  was 
massively  transfused. 

Adult  respiratory  distress  syndrome  (ARDS)  developed, 
and  by  November  25th,  the  patient,  although  awake  and 
alert,  was  able  to  maintain  a p02  of  only  40  mm.  Hg.  on  100 
per  cent  oxygen  with  15  cm.  of  PEEP  (Fig.  3a).  Venoarterial 
bypass  was  instituted  using  a large  bore  cannula  introduced 
into  the  right  atrium  through  the  femoral  vein  and  an  arte- 
rial cannula  introduced  through  the  femoral  artery  into  the 
aortic  arch.  The  left  atrial  pressure  line  and  an  arterial  line 
were  used  for  control.  Perfusion  was  carried  out  for  55-% 
hours  with  a flow  of  approximately  3 liters  per  minute  using 
Travenol  Gortex,  and  Silicone  units.  The  minimum  platelet 
count  was  28,000.  The  patient  was  successfully  weaned  from 
the  oxygenator  and  several  days  later  was  successfully 
weaned  from  the  respirator.  He  expired  twenty-five  days 
later  from  uncontrolled  intra-abdominal  sepsis  and  renal 
failure  following  multiple  laparotomies  (Fig.  3b). 

COMMENT 

This  case  demonstrated  for  us  the  effectiveness  of  the 
technic  and  confirmed  in  our  minds  the  importance  of  high 
flow  bypass  with  return  to  the  aortic  arch.  Again,  the  left 
atrial  pressure  line  proved  invaluable  in  adjusting  this  pa- 
tient’s fluid  volume. 

Case  4:  On  September  8,  1976,  a 38-year  old  woman  was 
trapped  in  a burning  building  for  approximately  thirty 
minutes,  sustaining  a 40  per  cent  body  surface  burn.  She 
experienced  a cardiac  arrest  on  the  way  to  Denver  General 
Hospital  and  was  resuscitated.  After  admission  to  the  hospi- 
tal, her  maximum  p02  was  30  mm.  Hg.  for  a period  of 
thirteen  hours.  At  this  time,  she  was  found  to  be  making 
purposeful  motions  and  was  thought  to  be  a candidate  for 
membrane  oxygenation.  Venoarterial  perfusion  was  begun 
using  a large  cannula  threaded  from  the  right  femoral  vein 
into  the  right  atrium  and  another  cannula  threaded  into  the 
aortic  arch.  Perfusion  was  carried  out  for  66-%  hours  using 
Travenol  Silicone  oxygenators  and  a flow  of  approximately 
3 liters  per  minute.  Volume  status  was  controlled  using  a 


Fig.  1.  Antero-posterior  chest  x-ray  of  a 56-year-old  patient  with 
severe  ARDS  after  aortic  valve  replacement,  triple  aortocoronary 
artery  bypass  grafting,  right  coronary  artery  endarterectomy  and 
ventricular  aneurysmectomy.  Arrows  point  to  balloon  pump  cathe- 
ter. 


Swan-Ganz  catheter  and  an  arterial  line.  The  minimum 
platelet  count  was  20,000.  Perfusion  was  carried  out  with- 
out difficulty,  and  the  patient  was  successfully  weaned.  She 
was  then  supported  by  a volume  respirator  with  40  per  cent 
oxygen.  Unfortunately,  she  never  regained  consciousness 
and  died  a brain  death  nine  days  later. 

COMMENT 

It  is  clear  that  membrane  oxygenation  was  begun  too  late 
in  this  patient’s  course.  Although  the  respiratory  system 
was  successfully  supported  and  recovered  from  the  thermal 
injury,  the  prolonged  period  of  hypoxia  and  hypotension  led 
to  brain  death. 

Discussion 

Temporary  support  of  the  failing  lung  was 
proposed  as  early  as  1954  by  John  Gibbon 
shortly  after  the  first  successful  use  of  his 
oxygenator  in  open  heart  surgery®.  At  that 
time,  oxygenators  were  safe  only  for  use  for 
minutes  rather  than  for  hours  or  days.  Blood  air 
interface  problems  led  to  the  denaturation  of 
blood  proteins,  increase  in  blood  viscosity, 
coagulopathy,  and  aggregation  of  chylomic- 
ronsleading  to  cerebral  fat  emboli  in  many 
patients*®.  These  early  oxygenators  generated 
as  many  as  20,000  microemboli  per  minute*®. 
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Fig.  2.  Antero-posterior  chest  x-ray  of  a 76-year-o!d  patient  with 
fulminating  gram  negative  pneumonia  after  coronary  artery  bypass. 


With  the  invention  of  the  membrane 
oxygenator,  many  of  these  problems  were 
minimized  and  long-term  perfusion  became 
possible.  Hill  and  others  in  1972,^  twenty  years 
after  the  first  successful  use  of  an  extracor- 
poreal oxygenator,  reported  the  first  successful 
long-term  use  of  the  membrane  oxygenator  to 
support  a patient  in  respiratory  failure. 

Extracorporeal  membrane  oxygenation 
(ECMO)  represents  an  attempt  to  temporarily 
replace  the  function  of  one  of  the  body’s  internal 
organs.  In  this  respect,  it  is  analogous  to  renal 
hemodialysis.  The  goals  of  using  this  technic 
are  to  support  the  human  organism  while  dam- 
aged lungs  are  repaired  and  to  create  an  envi- 
ronment which  is  conducive  to  healing,  and 
which  minimizes  further  injury.  Control  of  the 
circulation  provided  by  ECMO  allows  elimina- 
tion of  pulmonary  hypertension  and  the  crea- 
tion of  a favorable  hemodynamic  atmosphere 
for  repair.  Since  inspired  oxygen  concentration 
can  be  reduced,  oxygen  toxicity  is  minimized. 
As  before  the  advent  of  hemodialysis  many  pa- 
tients died  of  acute  renal  failure,  today  many 
patients  who  are  otherwise  salvagable  die  of 
acute  reversible  respiratory  failure.  It  is  esti- 
mated that  as  many  as  40-60,000  patients  per 


year  could  benefit  from  temporary  replacement 
of  their  respiratory  system. 

ECMO  is  potentially  useful  in  any  patient 
who  is  dying  from  acute  respiratory  failure  who 
could  be  expected  to  recover  if  supported  for  a 
brief  period  of  time.  Massive  trauma  may  pro- 
duce adult  respiratory  distress  syndrome 
(ARDS)  without  any  direct  injury  to  the  lung. 
These  patients  are  salvagable  providing  that 
hemostasis  can  be  obtained  and  infection  con- 
trolled. Trauma  patients  may  be  in  respiratory 
failure  from  fat  embolization  which  produces 
death  in  between  26  per  cent^®  and  29  per  cent^® 
of  affected  patients.  ARDS  secondary  to  fat  em- 
bolization is  reversible.  Alternatively,  direct 
trauma  to  the  lung  may  produce  reversible 
pulmonary  failure.  Drowning  victims  and  pa- 
tients sustaining  pulmonary  contusions  are 
candidates  for  support  if  their  other  organ  sys- 
tems are  functioning  adequately.  Although 
death  within  the  first  twelve  hours  following  a 
burn  is  usually  secondary  to  carbon  monoxide 
poisoning,  or  "smoke  poisoning”,  (asphyxia), 
pulmonary  edema  and  secondary  pneumonitis 
account  for  approximately  39  per  cent  of  the 
mortality  after  twelve  hours  have  elapsed.  Of 
the  patients  expiring  with  a 40  per  cent  body 
surface  burn,  76  per  cent  die  a respiratory 
death^.  This  pulmonary  edema  and 
pneumonitis  is  reversible  if  the  patient  lives 
long  enough. 

In  addition  to  trauma,  acute  pneumonitis 
represents  another  source  of  patients  with  acute 
potentially  reversible  pulmonary  insufficiency. 
In  acute  bacterial  pneumonia,  respiratory  in- 
sufficiency may  supervene  before  antibiotics 
can  take  effect.  Although  pneumocystis 
pneumonitis  is  characteristically  diagnosed 
late  in  the  course  of  the  disease,  and  susceptible 
patients  often  have  other  serious  medical  condi- 
tions, pentamadine  therapy  had  been  effective. 
If  the  patient  can  be  supported  for  a nine-day 
course  of  treatment,  survival  increases  from  42 
per  cent  to  63  per  cent^"^.  Patients  with  respirat- 
ory failure  from  acute  pneumonitis  may  survive 
if  supported  long  enough  for  the  primary 
therapeutic  modality  to  be  effective. 

Many  less  common  syndromes  produce  rever- 
sible pulmonary  insufficiency.  In  Goodpasture’s 
syndrome,  50  per  cent  of  the  patients  die  of 
pulmonary  insufficiency  secondary  to  pulmo- 
nary hemorrhage^.  Although  the  survival  rate 
is  quite  low,  there  is  some  suggestion  that  with 
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Fig.  3.  Antero-posterior  chest  x-ray  of  a 39-year-old  patient  (a)  with  severe  respiratory  distress  syndrome  following  a shotgun  blast  to  the 
abdomen.  Arrows  point  to  left  atrial  pressure  catheter. 

(b)  Just  before  death  twenty-five  days  after  weaning  from  ECMO.  Small  arrows  point  to  distended  tracheotomy  tube  cuff.  Large  arrows  trace 
course  of  pacemaker  electrode. 


nephrectomy  the  pulmonary  lesion  is  reversi- 
ble. It  has  been  proposed  that  these  patients  be 
supported  while  nephrectomy  is  carried  out.'^ 
Pulmonary  emboli  are  reabsorbed  if  the  patient 
lives  long  enough.  ECMO  may  prove  to  be  a less 
dramatic  and  more  effective  therapy  than  the 
Trendelenberg  operation.^ 

Extracorporeal  membrane  oxygenation  as  a 
supportive  technic  is  in  its  infancy.  As  proce- 
dures become  more  refined  and  results  more 
consistent,  applications  of  the  technic  should 
become  both  more  precisely  defined  and  more 
numerous. 

Extracorporeal  membrane  oxygenation  is  in 
many  ways  similar  to  cardiopulmonary  bypass 
for  open  heart  surgery.  The  circuit  involves  a 
roller  pump  and  an  oxygenator.  The  membrane 
oxygenator,  of  which  several  models  are  com- 
mercially available,  is  used  instead  of  the  bub- 
ble oxygenator  more  commonly  used  in  open 
heart  surgery.  In  addition  to  using  a membrane 
oxygenator,  the  extracorporeal  circuit  is 
simplified.  The  length  of  the  circuit  is  brought 
to  an  absolute  minimum.  A heat  exchanger  is 
not  incorporated  except  in  infants^  as  an  addi- 
tional attempt  to  decrease  the  volume  of  the 
extracorporeal  circuit.  The  cardiotomy  reser- 
voir used  is  smaller  in  volume  than  normally 
used  for  open  heart  surgery  and  has  a recir- 
culating feature  so  that  blood  does  not  stagnate 
in  this  chamber.  Minimal  heparinization  is 
used  instead  of  massive  heparinization,  with 


the  activated  clotting  time®  kept  at  twice  nor- 
mal. The  patient  is  kept  on  a heating  blanket  to 
compensate  for  the  heat  lost  in  the  extracor- 
poreal circuit. 

There  are  three  basic  ways  of  connecting  the 
patient  to  the  extracorporeal  circuit;  venoven- 
ous  b3^ass,  venoarterial  bypass,  and  mixed 
venovenous-venoarterial  bypass.  Each  method 
has  its  advantages  and  disadvantages. 

In  venovenous  bypass,  blood  is  drained  from 
the  patient  using  a cannula  inserted  in  the 
femoral  vein  and  returned  to  the  patient 
through  a cannula  inserted  into  the  internal 
jugular  vein  isolated  between  the  heads  of  the 
sternocleidomastoid  muscle.  This  system  pro- 
duces maximal  pulmonary  artery  oxygenation, 
and  it  is  primarily  from  the  pulmonary  artery 
that  the  lung  receives  its  oxygen  supply.  This 
system  causes  less  physiologic  disturbance  to 
the  organism  and  tends  to  produce  uniform 
oxygenation,  as  the  blood  is  thoroughly  mixed 
in  going  through  the  right  side  of  the  heart. 
There  are  offsetting  disadvantages,  however. 
This  system  produces  no  improvement  in  pul- 
monary hemodynamics.  Most  patients  sup- 
ported by  membrane  oxygenation  have  pulmo- 
nary hypertension,  which  remains  unchanged 
during  the  perfusion.  It  is  difficult  to  obtain 
high  blood  flows  through  the  oxygenator  as  it  is 
mechanically  impossible  to  capture  a high 
proportion  of  the  venous  return  to  the  heart. 
Additionally,  there  is  an  internal  shunting  ef- 
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feet;  that  is,  oxygenated  blood  returning  to  the 
superior  vena  cava  is  aspirated  through  the  in- 
ferior vena  cava  and  back  into  the  oxygenator. 
As  final  disadvantage,  any  microemboli  pro- 
duced by  the  pumping  circuit  are  then  filtered 
out  by  the  lungs,  doing  further  damage  to  the 
organs  which  are  theoretically  being  protected. 

Venoarterial  bypass  compensates  for  some  of 
the  shortcomings  of  venovenous  bypass.  Blood 
is  drained  from  the  patient  through  a large  bore 
cannula  passed  through  the  femoral  vein  di- 
rectly into  the  right  atrium.  Blood  is  returned 
into  the  aortic  root  through  a cannula  threaded 
there  from  a femoral  arteriotomy.  A sidearm  is 
threaded  into  the  distal  femoral  artery  to  allow 
perfusion  of  the  leg.  This  system  eliminates  the 
internal  shunting  noted  in  venovenous  bj^ass. 
Additionally,  high  flows  can  be  obtained,  ap- 
proaching total  perfusion  in  many  cases.  Pul- 
monary hemodynamics  can  be  altered  at  will 
using  a Swan-Ganz  catheter  and  radial  arterial 
line  for  control.  The  lungs  no  longer  serve  as  a 
filter.  Unfortunately,  if  the  lungs  do  not  serve  as 
a filter,  the  rest  of  the  body  does.  Pulmonary 
oxygenation  is  improved  dramatically,  but  not 
to  the  same  extent  as  with  venovenous  b5rpass. 
Venoarterial  bypass  has  some  disadvantages  as 
well.  It  may  produce  nonuniform  oxygenation  of 
the  body.  Unless  a cannula  is  passed  into  the 
aortic  root  and  high  flows  are  used,  the  upper 
half  of  the  body  receives  blood  which  is  poorly 
oxygenated  by  the  lungs  and  is  therefore  rela- 
tively hypoxic  while  the  lower  portion  of  the 
body  receives  blood  well  oxygenated  by  the 
membrane.  Even  with  the  cannula  in  the  aortic 
root,  the  coronaries,  receiving  the  last  blood  out 
of  the  heart,  still  receive  relatively  hypoxic 
blood.  In  practice  this  theoretical  problem  has 
caused  no  clinical  difficulties. 

Mixed  venovenous-venoarterial  bypass  pro- 
vides the  advantages  of  both  systems.  High 
flows  can  be  obtained,  pulmonary 
hemodynamics  altered  at  will,  and  the  oxygena- 
tion of  the  pulmonary  artery  blood  can  be  af- 
fected directly.  Nonuniform  oxygenation  is  no 
longer  a problem.  Unfortunately,  the  system  is 
far  more  complicated,  involving  the  return  of 
oxygenated  blood  into  the  right  atrium  and  into 
aortic  root  simultaneously.  Our  experience  has 
been  entirely  with  venoarterial  profusion,  and 
in  our  last  two  cases  perfusion  has  been  emi- 
nently satisfactory. 


Complications  associated  with  this  technic 
have  been  numerous  and  major.  These  compli- 
cations have  either  been  mechanical  or  as- 
sociated with  hemorrhage,  coagulopathy,  or 
thromboembolism. 

Mechanical  problems  associated  with  the 
perfusion  have  largely  been  eliminated  by  the 
use  of  the  large  bore  cannula  which  threads  into 
the  right  atrium  and  an  arterial  cannula  which 
threads  into  the  aortic  root.  Indwelling  arterial 
lines  and  left  atrial  pressure  of  Swan-Ganz 
catheters  have  simplified  the  problem  of 
equilibrium  between  the  blood  volume  of  the 
patient  and  the  blood  volume  of  the  extracor- 
poreal circuit.  Air  embolus  has  been  eliminated 
in  much  the  same  way  as  it  has  in  open  heart 
surgery.  Familiarity  with  the  equipment  and 
constant  attendance  by  a perfusionist  has 
eliminated  nursing  errors.  Nonetheless,  there 
are  some  mechanical  complications  peculiar  to 
ECMO.  Blood  clotting  can  occur  in  the  reservoir 
or  in  the  membrane  lung  itself.  This  produces  a 
pulmonary  embolus  of  the  membrane 
oxygenator  and  leads  to  system  malfunction.  If 
the  flow  rate  of  oxygen  through  the  membrane 
is  low  or  the  oxygen  used  is  not  dry,  water  vapor 
diffusing  across  the  membrane  will  not  be  re- 
moved, leading  to  pulmonary  edema  of  the 
membrane  lung.  The  efficiency  of  membrane 
oxygenators  decreases  with  time,  and  provision 
must  be  made  for  changing  the  oxygenator  from 
time  to  time.  High  altitude  (Denver,  Colorado) 
makes  oxygen  transport  less  efficient. 

In  addition  to  taking  care  to  eliminate 
mechanical  problems,  careful  monitoring  of 
coagulation  parameters  is  important.  Although 
the  activated  clotting  time  has  made  anticoagi- 
lation  far  easier  to  manage  in  our  patients,  the 
need  for  heparin  plus  the  "foreign  surface 
coagulopathy^”  has  left  hemorrhage  as  a major 
problem.  Details  of  the  foreign  surface 
coagulopathy  are  difficult  to  ascertain  because 
of  the  effect  of  the  heparin  given,  but  fibrinogen 
decreases,  and  platelet  counts  fall  dramatically 
on  perfusion.  Platelet  transfusions  are  un- 
iformly not  productive.  Exsanguination  was  the 
immediate  cause  of  death  in  two  of  our  four 
patients.  Other  centers  have  had  a similar  ex- 
perience. For  this  reason,  ECMO  is  contraindi- 
cated in  patients  who  already  have  a 
coagulopathy  or  who  have  uncontrolled  hemor- 
rhage. 
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Thromboembolism  has  been  a problem  as 
well.  In  a series  of  twenty-two  autopsies  de- 
scribed in  1975,  Heiden  and  others^  found 
medium  or  large  vessel  thrombotic  events  in  ten 
patients,  small  vessel  events  in  six,  skin  in- 
farcts in  five,  and  one  case  of  oxygenator  throm- 
bosis similar  to  our  Case  1.  In  their  series,  how- 
ever, microfilters  were  not  used.  Perhaps  they 
should  be  used  as  they  are  in  open  heart  surgery 
and  changed  periodically. 

Membrane  oxygenation  should  only  be 
applied  to  patients  who  are  failures  of  maximal 
medical  therapy.  Maximal  medical  therapy  in- 
cludes the  use  of  a volume  respirator  with  100 
per  cent  inspired  oxygen  and  tracheotomy  if 
necessary.  PEEP  is  used  to  the  extent  that  it  can 
be  tolerated  by  the  patient.  Paralysis  and  com- 
pulsive tracheal  toilet  should  be  used  as  re- 
quired. Steroids  in  large  doses  are  given  when 
indicated,  and  controlled  dehydration  is  carried 
out  using  an  indwelling  arterial  line  and  a 
Swan-Ganz  or  left  atrial  pressure  catheter  for 
control.  If  under  these  circumstances  the  pa- 
tient is  unable  to  maintain  a p02  of  50  mm.  Hg. 
or  requires  100  per  cent  oxygen  for  a long 
enough  period  of  time  to  cause  toxicity,  he  is  a 
candidate  for  membrane  oxygenator  support. 
There  should,  in  addition,  be  a reasonable  ex- 
pectation of  patient  salvage.  Although  the 
technic  should  not  be  applied  to  patients  who 
can  be  successfully  treated  by  other  modalities, 
the  technic  should  be  applied  before  the  patient 
is  moribund.  Earlier  application  in  our  fourth 
case  could  have  produced  a survivor. 

In  considering  all  comers,  membrane  oxyge- 
nation has  been  successful  in  approximately  40 
per  cent  of  patients  in  most  series,  success  being 
measured  by  ability  to  wean  the  patient  from 
the  oxygenator.  Unfortunately,  only  approxi- 
mately 20  per  cent  of  patients  in  most  series 
have  been  long-term  survivors.  Refinement  in 
selection  criteria  is  therefore  necessary.  Some 
favorable  and  unfavorable  patient  characteris- 
tics have  been  identified^^.  Adult  respiratory 
distress  syndrome  from  trauma  to  other  parts  of 
the  body  augers  well.  Short-term  respiratory 
illness  without  other  major  system  involvement 
is  favorable.  Lung  biopsy  characterized  by  in- 
traalveolar  fluid,  hyaline  membranes,  inflam- 
mation, or  fat  emboli  suggests  a good  outcome 
whereas  lung  biopsies  showing  necrosis, 
hemorrhage  or  pulmonary  fibrosis  suggests 
failure.  Patients  lapsing  precipitously  into 
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pulmonary  insufficiency  are  more  favorable 
candidates  than  those  whose  course  is  inexora- 
bly downhill,  finally  lapsing  into  pulmonary  in- 
sufficiency. 

Summary 

Extracorporeal  membrane  oxygenation  rep- 
resents another  attempt  to  replace  the  function 
of  an  internal  body  organ.  Although  the  technic 
is  in  its  infancy,  and  is  fraught  with  many  prob- 
lems, primarily  in  the  control  of  the  coagulation 


process,  the  technic  is  valuable  in  supporting 
patients  with  acute  respiratory  insufficiency 
who  are  unable  to  be  managed  by  conventional 
maximal  medical  therapy.  While  the  basic 
equipment  and  expertise  required  is  available 
to  all  open  heart  surgical  teams,  the  demanding 
nature  of  the  work  and  the  constant  attendance 
required  has  decreased  the  number  of  patients 
on  whom  the  technic  has  been  tried.  Nonethe- 
less, ECMO  will  prove  to  be  an  important  ad- 
junct in  the  therapy  of  acute  respiratory 
insufficiency.* 
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New  Chiefs  Named 

Charles  W.  McClellan,  MD,  has  been  named  Chief  of 
staff-elect  at  Colorado  Springs  Memorial  Hospital — 
succeeding  Frederic  Feiler,  MD,  who  now  becomes  chief  of 
staff 


Coors  Grant  to  Swedish  Medical  Center 

A $60,000  grant  from  the  Adolph  Coors  Foundation  will 
advance  the  Swedish  Gerontology  Health  Resources  prog- 
ram, which  assists  and  educates  the  elderly  in  health  care, 
and  the  regional  microwave  communications  system  which 
links  the  hospital  to  two  emergency  centers,  one  in  Castle 
Rock  and  one  at  Ken-Caryl. 


Schoonmaker  Speaks  in  Bombay 

F.W.  Schoonmaker,  MD,  Director  of  Cardio-Vascular 
Services  at  St.  Luke’s  Hospital,  Denver,  attended  the  Inter- 
national Cardio  Pulmonary  Symposium  in  Bombay,  India 
in  November,  which  was  held  under  the  auspices  of  the 
Western  India  Chapter  of  the  International  Academy  of 
Chest  Physicians  and  Surgeons.  Dr.  Schoonmaker  delivered 
the  keynote  address,  "Coronary  Arteriography — How- 
When-Why?” 


Denver-Born  Doctor  Publishes 

An  article  entitled  "Prostaglandin  Mediated  Hypercal- 
cemia in  Transitional  Cell  Carcinoma  of  the  Bladder”  by 
Hunter  A.  McKay,  MD,  who  is  chief  resident  urologist  at  the 
Oakland  Naval  Regional  Medical  Center,  received  honora- 
ble mention  at  the  Western  Section  American  Urological 
Association  Conference  in  March  1977,  and  has  been  ac- 
cepted for  publication  in  the  Journal  of  Urology. 


Kellogg  Foundation  Grants  Continue 

Substantial  support  for  a wide  variety  of  health  systems 
in  Colorado,  New  Mexico,  Wyoming,  and  Montana  has  been 
provided  by  the  W.K.  Kellogg  Foundation  of  Battle  Creek, 
Michigan  through  numerous  large  grants  during  1977. 

In  Colorado,  Englewood  Swedish  Medical  Center  was 
awarded  $168,618  to  prepare  nurse  practitioners  for 
emergency  medical  services  in  rural  communities.  A pay- 
ment of  $256,932  was  made  to  the  Center  for  Research  in 
Ambulatory  Care  Administration,  in  Denver,  as  part  of  a 
total  grant  of  $590,803  for  a program  to  improve  the  ad- 
ministration of  ambulatory  health  care  delivery  systems. 

A terminal  grant  of  $71,666  will  conclude  a $267,071 
grant  to  the  University  of  Colorado  Medical  Center  for  de- 
velopment of  a joint  graduate  and  continuing  education 
program  in  nursing  service  administration. 

For  developing  regional  seminars  for  health  service  trus- 
tees and  to  provide  prescriptive  educational  programs  for 
hospital  boards,  the  Estes  Park  Institute,  based  at  En- 
glewood, Colorado,  received  $91,992  out  of  a total  grant  of 
$246,915. 


The  Western  Interstate  Commission  for  Higher  Educa- 
tion at  Boulder,  Colorado  was  granted  $146,995  in  1977  for 
developing  teaching  materials  to  improve  nursing  care  for 
minorities. 

Support  for  a continuing  education  program  in  health 
care  financial  management  for  the  University  of  Colorado 
at  Denver  amounted  to  $129,000  in  1977. 

A program  to  upgrade  financial  management  in  rural 
Colorado  hospitals  by  Hospital  Education  and  Research 
Trust  of  Colorado,  located  at  Denver,  received  $13,720  in 
1977  as  part  of  a larger  grant  of  $127,225. 

To  provide  consultation  for  industrial  hygiene  and  safety 
in  agriculture  and  related  industries  in  Colorado  and 
nearby  states,  the  Colorado  State  University  at  Fort  Collins 
was  given  a new  grant  in  1977  of  $792,087,  of  which  a 
payment  of  $189,911  was  made  in  1977. 

In  New  Mexico,  the  University  of  Albuquerque  was 
granted  $178,441  in  an  earlier  award,  of  which  $57,993  was 
paid  in  1977,  and  this  grant  is  for  development  of  a 
statewide  system  of  nursing  education. 

Two  grants  to  the  University  of  New  Mexico  at  Albuquer- 
que were  made.  The  amount  of  $29,962  remains  to  be  paid 
from  an  original  grant  of  $99,496  for  developing  a master’s 
program  in  nursing.  A new  grant  of  $41,848  is  aimed  at 
improving  the  number  and  distribution  of  primary  care 
physicians. 

A past  grant  of  $350,000  to  Albuquerque-Presbyterian 
Hospital  Center  in  Albuquerque,  New  Mexico  still  contains 
$75,824  for  a program  of  providing  full  management  ser- 
vices for  small  hospitals  in  New  Mexico. 

Several  grants  were  made  in  the  Wyoming  area.  A grant 
of  $60,000  to  the  Evanston-Uinta  County  Memorial  Hospi- 
tal to  develop  health  care  services  in  rural  intermountain 
communities.  A similar  grant  of  $60,000  was  made  to  the 
Sundance-Crook  County  Memorial  Hospital,  which  serves 
the  far  northeast  of  Wyoming. 

In  Montana,  two  grants  were  made.  The  Seeley  Lake  SOS 
Health  Center  received  an  initial  grant  of  $12,900  from  a 
total  grant  of  $50,700  for  improvement  of  patient  services 
and  providing  rural  field  experience  for  student  nurse  prac- 
titioners. In  a second  grant,  Billings-Deaconess  Hospital, 
Billings,  received  $93,260  for  a program  to  provide  complete 
management  services  to  non-hospital  health  related  agen- 
cies and  small  hospitals  in  eastern  Montana  and  northern 
Wyoming. 


University  of  Colorado  Medical  Center 


National  Panelists  Named 

Three  leading  mental  health  authorities  from  UCMC 
have  been  named  to  the  President’s  Commission  on  Mental 
Health  to  review  and  make  recommendations  about  na- 
tional mental  health  needs.  They  are  Jose  Barchilon,  MD, 
clinical  professor  of  psychiatry,  who  served  on  the  panel  on 
"The  Role  of  the  Arts  in  Mental  Health;”  C.  Henry  Kempe, 
MD,  professor  of  pediatrics  and  microbiology,  who  was  to 
serve  on  "Mental  Health  and  the  Child;”  and  Dane  G. 
Prugh,  MD,  director  of  training  in  child  psychiatry,  who  was 
named  to  the  task  panel  on  "Planning  and  Review.” 
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Talmage  Honored 

Dr.  David  W.  Talmage,  director  of  the  Webb-Waring 
Lung  Institute  and  UCMC  professor  of  medicine,  microbiol- 
ogy, and  immunology,  has  been  elected  to  membership  in 
the  Institute  of  Medicine.  The  Institute  was  founded  in  1970 
by  the  National  Academy  of  Sciences  with  a maximum 
membership  of  400  including  medical  and  other  professions 
who  review  and  examine  matters  pertaining  to  public 
health  policy. 


Memorial  Established  for  Dr.  Eicher 

In  honor  of  Dr.  Paul  A.  Eicher,  chief  of  pediatries  at 
Lovelace-Bataan  Medical  Center  who  was  killed  in  a plane 
crash  last  summer,  an  annual  lectureship  in  the  Depart- 
ment of  Pediatrics  is  being  established  with  an  emphasis  on 
the  advances  of  diabetes  in  children. 


Ramo  Named  County  President 


Werkman  Receives  Commendation 

Sidney  Werkman,  MD,  professor  of  psychiatry,  was  given 
the  "Best  Paper  of  the  Year”  award  from  the  Academy  of 
Psychosomatic  Medicine  for  his  paper  entitled  "The  Com- 
mon Psychiatric  Problems  in  Family  Practice,”  which  ap- 
peared in  the  Journal  of  the  Academy  of  Psychosomatic 
Medicine  in  the  July/August/September  1976  issue. 


University  of  New  Mexico  Medical  Center 
Cancer  Grant  to  Biochemist 

A grant  of  $49,388  by  the  American  Cancer  Society  has  been 
made  to  Dr.  Robert  Loftfield,  professor  of  biochemistry,  for  a 
study  of  the  mechanism  of  Synthesis  of  Aminoacyl-tRNA. 
As  a Fulbright-Hays  scholar,  Dr.  Loftfield  made  a lecture 
tour  of  Russia,  Sweden,  Norway,  England,  France,  Finland, 
Germany,  Poland,  and  Switzerland. 


Law  Named  to  Office 

Dr.  David  H.  Law,  chief  of  the  medical  service  of  the 
Veterans  Administration  in  Albuquerque  and  acting 
chairman  of  the  Department  of  Medicine,  has  been  elected 
president  of  the  New  Mexico  chapter  of  the  American  Col- 
lege of  Physicians,  succeeding  Dr.  Martin  Conway,  director 
of  medical  education  at  Lovelace-Bataan  Medical  Center. 


Abrams  Named  to  State  Commission 

Dr.  Jonathan  Abrams,  chief  of  cardiology,  has  been 
named  by  Gov.  Jerry  Apodaca  to  become  a member  of  the 
New  Mexico  Arts  Commission. 


Dr.  Barry  Ramo,  Albuquerque  cardiovascular  specialist, 
has  been  installed  as  president  of  the  Albuquerque  and 
Beranlillo  County  Medical  Association. 


FOR  LEASE 


Well  Equipped  Clinic 

Suitable  for  One  to  Three  Physicians 

Includes  three  equipped  examining  rooms, 
fully  equipped  treatment  room,  small 
laboratory  with  refrigerator  and  incubator, 
and  Centrifuge.  Nurses  working  area.  Waiting 
room  and  reception  area.  4 bathrooms.  Ap- 
proximately 3500  square  feet.  Off-street  park- 
ing. 

Terms  to  be  Arranged 

Colorado  Women's  College 
1785  Quebec  Street 
Denver,  Colorado  80220 
Or  call:  (303)  394-6895 
394-6989 


OFFICE  SPACE 

Four  walls  or 

P R E STIG  E 
CONVENIENCE 
ECONOMY? 

Plaza  de  Medicos 

3555  S.  CLARKSON  7 89-4545 
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OBITUARIES 


Colorado 

Carl  Herbert  McLauthlin,  MD 
106th  Past  President 
Colorado  Medical  Society 

Former  president  of  the 
Colorado  Medical  Society 
(1976-77),  Doctor  Carl  Her- 
bert McLauthlin  died  Jan- 
uary 26,  1978  at  his  home 
after  a prolonged  illness. 

Doctor  McLauthlin  was 
born  November  10,  1915, 
coming  from  a long  line  of 
medical  people,  his  father 
and  grandfather  being  well 
known  surgeons  in  Colorado 
past  history. 

After  attending  his  early 
school  years  in  Denver,  he 
earned  a Bachelor  of  Arts  at  the  University  of  Col- 
orado, then  attended  Harvard  Medical  School  from 
which  he  was  graduated  in  1941.  He  completed  his 
internship  at  St.  Luke’s  Hospital,  Chicago  in  1942. 

Doctor  McLauthlin  served  from  1942  to  1946  in  the 
U.S.  Army  Medical  Corps,  then  returned  to  serve  his 
residency  at  the  University  of  Colorado  Medical 
School  which  was  completed  in  1949.  He  then  entered 
into  private  practice  with  the  late  Dr.  George  Pack- 
ard, and  continued  in  the  practice  of  General  Surgery 
until  becoming  ill  last  year. 

He  was  a member  of  the  Denver  Rotary  Club, 
Kiwanis  International,  Denver  Country  Club,  the 
Denver  Gyro  Club,  the  Denver  Academy  of  Surgeons, 
and  the  Denver  Clinical  and  Pathologic  Society.  He 
was  a member  of  the  Denver  Medical  Society,  the 
Colorado  Medical  Society,  and  the  American  Medical 
Association. 

Doctor  McLauthlin’s  activities  in  the  field  of 
medicine  were  many,  and  extended  over  a period  of 
many  years.  One  of  his  most  enjoyed  involvements 
was  his  work  with  the  Rocky  Mountain  Medical 
Journal  which  he  served  as  Assistant  Editor  from 
1963  until  1972  when  he  became  Scientific  Editor, 
serving  through  the  early  stages  of  his  illness  in  that 
capacity. 

He  served  as  Chairman  of  the  Board  of  Directors  of 
the  Colorado  Foundation  for  Medical  Care,  and  from 
September  1976  until  September  1977  as  President  of 
the  Colorado  Medical  Society. 

Doctor  McLauthlin  served  on  many  committees  of 
the  Denver  and  Colorado  Medical  societies,  and  as  a 


Delegate  from  Denver  to  the  Colorado  House  of  Dele- 
gates from  1955  to  1959,  1963  to  1964,  1969  to  1973, 
and  again  in  1978.  Such  areas  as  legislative,  griev- 
ances, medical  facilities,  and  many  others  were  in- 
cluded in  his  experiences. 

On  May  22,  1955  he  was  married  to  Bonita  Patter- 
son, who  survives,  as  do  a son,  Carl  Douglas,  and  a 
daughter,  Susan,  all  of  Denver.  Also,  a sister,  Mrs. 
Dorothy  Vetter,  Denver,  and  a brother,  Robert 
McLauthlin  of  Greeley  survive. 

In  the  Certificate  of  Service  from  the  Colorado 
Medical  Society  which  was  made  in  1976,  it  was 
stated  that  "His  mark  will  be  felt.  His  is  a calm  but 
insistent  way.  He  cajoles  rather  than  overpowers.  He 
reflects  kindness  rather  than  bitterness.  Yet  the 
course  is  well  thought  out;  deliberately  planned. 

"Carl  McLauthlin  plays  life — and  he  led  the  medi- 
cal society — as  it  were  a chess  game.  Unruffled  by 
adversity  and  turmoil,  he  is  always  thinking  ahead  to 
the  next  move  and  beyond.  When  appropriate,  he 
took  action  authoritatively  and  constructively.  We 
can  all  learn  from  his  example.” 


Doctor  Virginia  Downing  Chase,  a leading 
cancer  specialist  and  daughter  of  a pioneer  Denver 
family,  died  January  2, 1978  in  St.  Joseph’s  Hospital 
after  a short  illness. 

Dr.  Downing,  as  she  was  known  professionally, 
was  74.  She  lived  in  Lafayette. 

At  the  time  of  her  death.  Dr.  Downing  was  as- 
sociated with  the  American  Cancer  Research  Center 
and  Hospital  in  Lakewood.  Earlier  in  her  career  she 
worked  with  Dr.  Sidney  Farber  in  Boston, 
doing  pioneer  work  in  the  use  of  chemotherapy  for  the 
control  of  leukemia. 

She  attended  Denver  public  schools  and  was 
graduated  from  Wellesley  College  in  1925.  After 
teaching  for  a short  time  on  the  Western  slope.  Dr. 
Downing  became  interested  in  medical  research 
while  a patient  at  the  old  Agnes  Phipps  Memorial 
Sanatorium.  She  went  to  Boston  in  1930  to  work  as  a 
medical  technician,  and  in  1940  was  one  of  six  women 
to  enroll  and  graduate  from  Albany  Medical  College 
of  Union  University. 

After  completing  her  residency  at  Johns  Hopkins 
Hospital  in  Baltimore,  she  went  to  work  for  the  Na- 
tional Institute  of  Health  in  Bethesda  where  her 
work  in  cancer  reseach  attracted  the  attention  of  Dr. 
Farber.  She  joined  his  staff  in  Boston  in  1950  to  do 
clinical  research  on  the  new  anti-folic  drugs. 
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Dr.  Downing  was  married  to  Col.  Ross  Chase  of 
Brookline,  Massachusetts  in  1953.  They  moved  to 
Colorado  in  1956  and  lived  near  Lafayette.  He  died  in 
June  1977. 

At  the  American  Cancer  Research  Center  she 
worked  with  patients  and  conducted  extensive  cancer 
research.  She  was  honored  by  that  institution  as  its 
Woman  of  the  Year  several  years  ago. 

Dr.  Downing  was  a member  of  the  American  Medi- 
cal Association  and  of  the  Colorado  Medical  Society. 
She  is  survived  by  a sister-in-law,  Mrs.  Dorothy  M. 
Downing. 


Doctor  Robert  E.  Hayes  died  of  cancer  December 
16, 1977  in  St.  Joseph  Hospital.  He  was  a Cardiologist 
with  The  Denver  Clinic  for  twenty  years. 

He  was  born  June  20,  1924  in  Englewood,  Col- 
orado, attended  the  University  of  Denver,  Creighton 
University  Medical  School,  and  the  University  of 
Colorado  Medical  Center. 

He  served  two  years  in  the  Army,  reaching  the 
rank  of  Captain,  from  1953  to  1955. 

He  was  a member  of  the  American  Board  of  Inter- 
nal Medicine.  He  served  on  several  hospital  staffs  in 
Denver,  and  was  Assistant  Clinical  Professor  of 
Medicine  at  the  University  of  Colorado  Medical 
Center. 

He  was  married  June  5,  1951  to  Blanche 
Sobieszcyk  of  Englewood  who  survives  as  do  four 
daughters,  Maureen,  Kathleen,  Bobby,  Sheila,  and 
three  sons,  David,  Brian,  and  Kevin,  all  of  Denver. 

Doctor  John  R.  McKittrick  of  Pueblo  died  in  St. 
Mary-Corwin  Hospital  December  11,  1977  following 
a lengthy  illness. 

He  was  reared  in  Rocky  Ford,  he  was  a graduate  of 
Colorado  College,  and  New  York  Medical  College.  He 
was  in  the  U.S.  Navy  from  1943  to  1946.  He  served  a 
chest  surgery  residency  in  Tribore  Hospital,  Long 
Island,  New  York.  He  also  served  his  internship  and 
residency  at  Bellevue  and  Presbyterian  hospitals  in 
New  York  City.  He  began  practice  in  Pueblo  in  1962. 

He  was  a Fellow  of  the  American  College  of  Sur- 
geons, American  College  of  Chest  Physicians,  Col- 
orado Society  of  Chest  Physicians,  a member  of  the 
Certified  Board  of  Surgery,  and  the  American  Board 
of  Thoracic  and  Vascular  Surgery. 

He  served  as  consultant  to  the  Colorado  State  Hos- 
pital and  the  Colorado  Medical  Center. 

He  is  survived  by  his  widow,  Mrs.  Hermena  F. 
McKittrick,  and  by  five  children. 

Doctor  Naum  Lewins,  72,  of  734  Leyden  Street, 
specialist  in  internal  medicine,  who  had  practiced  in 
Denver  since  1938,  died  August  28  at  Colorado  Gen- 
eral Hospital  after  a short  illness. 

He  was  born  June  27,  1905  in  Latvia,  received  his 
medical  training  in  Switzerland,  and  moved  to  the 
United  States  in  1938  when  he  settled  in  Denver. 

In  1942  he  was  married  to  Joan  Stern,  who  sur- 
vives the  doctor.  John  C.  Mendenhall,  MD 

Editorial  Consultant 


New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society 
Library. 


The  copyright  law  of  the  United  States  (Title  1 7,  United  States  Code, 
1977)  governs  the  making  of  photocopies  or  other  reproductions  of 
copyrighted  material.  The  section  of  this  law  most  pertinent  to  the 
Denver  Medical  Society  Library  authorizes  "the  reproduction  and 
distribution  of  a copy  of  not  more  than  one  article  or  other  contribution 
to  a copyrighted  collection  of  a periodical  or  copy . . . of  a small  small 
part  of  any  other  copyrighted  work”. 


RECENT  ACQUISITIONS 

Chemotherapy  of  Cancer;  Stephen  K.  Carter.  New  York,  John  Wiley  & 
Sons,  1977.  350  p.  $12.50. 

Clinical  Pediatric  Oncology:  Wataru  W.  Sutow.  2nd  ed.  St.  Louis,  Mosby, 
1977.  751  p.  $41.50. 

Color  Atlas  of  Human  Anatomy;  R.  McMinn  and  R.T.  Hutchings.  Chicago, 
Year  Book,  1977.  352  p.  $27.95. 

Coronary  Artery  Surgery:  Thomas  A.  Preston.  New  York,  Raven  Press, 
1977.  266  p.  $12.50. 

Current  Endocrinology:  C.  Ezrin,  J.O.  Godden,  and  P.  Wolfish,  eds.  New 
York,  Appleton,  Century,  1977.  334  p. 

Ethnic  Medicine  in  the  Southwest:  Edward  H.  Spicer,  ed.  Tucson,  Ariz. , U. 
of  Ariz.  Press,  1977.  291  p.  Review  Copy. 

Health  and  Disease  in  Tribal  Societies:  Symposium  on  Health  and  Disease  in 
Tribal  Societies,  London,  1976.  New  York,  Elsevier,  1977.  344  p.  (Ciba 
Foundation  Symposium,  49)  Gift. 

Interpretation  of  Diagnostic  Tests:  J.B.  Wallach.  2nd  ed.  Boston,  Little, 
Brown,  1974.  529  p.  Gift. 

Management  of  Primary  Bone  and  Soft  Tissue  Tumors:  Clinical  Confer- 
ence on  Cancer,  M.D.  Anderson  Hospital  and  Tumor  Institute,  Houston, 
Texas,  21st,  1976.  Chicago,  Year  Book,  1977.  474  p. 

Manual  for  Staging  of  Cancer  1977:  American  Joint  Committee  for  Cancer 
Staging  and  End  Results  Reporting.  Chicago,  American  Joint  Committee, 
1977.  174  p.  Gift. 

Mind  as  Healer,  Mind  as  Slayer;  K.R.  Pelletier.  New  York,  Dell  1977.  366 
P- 

Musculoskeletal  Disorders:  Robert  D'Ambrosia.  Philadelphia,  Lippincott, 
1977.  542  p.  $37.00. 

Neurological  Urology:  Ernest  Bors  and  A.E.  Comaar.  Baltimore,  University 
Park  Press,  1971.  454  p.  Gift. 

Nutritional  Support  of  Medical  Practice:  Howard  A.  Schneider  and  others, 
ed.  New  York,  Harper  & Row,  1977.  555  p.  $25.00. 

Peptide  Transport  and  Hydrolysis:  Symposium  on  Peptide  Transport  and 
Hydrolysis,  Ciba  Foundation,  1976.  New  York,  Elsevier,  1977.  385  p.  (Ciba 
Foundation  Symposium,  50).  Gift. 

Psychiatric  Slavery:  Thomas  S.  Szasz.  New  York,  Macmillan,  1977.  159  p. 
$8.95. 

The  Rape  Victim:  Elaine  Hilberman.  Chicago,  American  Psychiatric  Associ- 
ation, 1976.  78  p.  $5.00. 

The  Technique  of  Psychotherapy:  Lewis  R.  Wolberg.  3rd  ed.  New  York, 
Grune  & Stratton,  1977.  2 v.  $68.00. 

Te  Linde’s  Operative  Gynecology;  Richard  F.  Mattingly,  ed.  5th  ed. 
Philadelphia,  Lippincott,  1977.  871  p.  $62.50. 

You  Must  Relax:  Edmund  Jacobson.  5th  ed.  New  York,  McGraw-Hill,  1976. 
270  p. 


108 


Rocky  Mountain  Medical  Journal 


100  mg 


250  mg 


500  mg 


IbliiuisB 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


lIpjoKrt 


J>5695«6 

©1977  THE  UPJOHN  COMPANY 


WANT  ADS 


MEDICAL  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED:  To  join  GP  group, 
Accredited  hospital.  Full  privileges.  Write:  Fort  Morgan  Medical 
Group,  P.C.,  9th  and  Main  Streets,  Fort  Morgan,  Colorado  80701. 
We  are  80  miles  from  Denver  and  the  mountains.  Call:  (303)  867- 
5681.  577-12-TFB 


PRACTICE  OPPORTUNITY:  Rural  GP-FP.  1 or  2 doctors.  North- 
ern Colorado  Rockies,  Colorado  River  headwaters.  Mountain  Val- 
ley (Granby).  Unlimited  four  seasons  recreation.  2,000  sq.  ft.  office 
bldg.  Prime  location.  Excellent  schools,  churches,  shopping.  One 
hour  from  Denver.  New  20-bed  full  service  general  hospital.  Ideal 
life  style  - personal-social-family-professional.  Write:  E.G.  Ceriani, 
MD,  Box  497,  Kremmling,  Colorado  80459.  977-10-4 


FAMILY  PHYSICIANS  NEEDED  in  growing  community  of  4,000 
with  need  for  one  or  two  FP’s.  Two  FP’s  in  town,  at  present,  and  one 
nearby.  Join  existing  practice  or  solo  practice  available.  Excellent 
recreation  and  economy,  60  miles  from  metro-cities,  and  57-bed 
J.C.A.H.  hospital  in  community.  Trade  area  of  12,000-plus.  U.S. 
graduate  preferred.  Contact:  Lynn  Wattier,  Memorial  Hospital,  104 
W.  17th  Street,  Schuyler,  Nebraska  68661.  Phone:  (402) 
352-2441.  1177-5-3B 


PHYSICIANS  ASSISTANT  looking  for  position  in  Family  Practice. 
B.S.,  Pre-Medicine  at  University  of  Iowa.  B.S.H.,  University  of 
fowa  College  of  Medicine,  Physicians  Assistance  Program.  AMA- 
Approved  program.  National  Certification.  Call:  Jan  Henstorf  at 
(303)  322-1247,  or  write:  1039  So.  Parker  Road,  Denver,  Colorado 
80231.  1 177-1 1-3B 


COLORADO— FAMILY  PRACTITIONERS  NEEDED  for  com- 
munities with  clean  air,  in  S.E.  Colorado.  Group  practices  with  full 
support  systems  and  administration  provided  by  nonprofit  founda- 
tion. Guaranteed  income,  no  investment,  emphasis  on  quality  of  care 
and  quality  of  life.  R.  Baines,  Executive  Director,  Southeast  Col- 
orado Health  Care  Association,  P.O.  Box  1436,  Lamar,  Colorado, 
81052.  Call:  (303)  336-4914,  Collect.  1 177-16-3B 


WANTED:  EMERGENCY  PHYSICIAN.  Full  time.  Career 
oriented.  To  complete  established  5 man  group.  Must  have  minimum 
ofte  year  residency  in  related  specialty  and  two  years  full  time  E.R. 
experience.  Excellent  opportunity.  Send  resume  to  G.K.  Langstaff, 
MD,  Box  881,  Colorado  Springs,  Colorado  80901.  1177-17-3B 


WANTED:  GENERAL/FAMILY  PRACTITIONERS.  Two  desired 
to  join  three-physician  health  center  operating  three  satellite  clinics. 
Fishing,  hunting,  boating  immediately  available.  Skiing  within  one 
hour  travel.  Rural  family  lifestyle.  Contact:  Richard  R.  Bell,  Execu- 
ti\c  Director,  Coulee  Community  Hospital  Box  H.  Grand  Coulee, 
V,,,ihington  99133,  or  Call:  (509)  633-1753.  178-8-3B 


WANTED:  Locum  Tenens  physicians  for  rural  communities  of 
mountain  states.  Excellent  compensation  plus  benefits,  and  flexible 
practice  arrangements.  For  information,  call  collect  to  Office  of  the 
Medical  Director,  or  write  Health  Services  Research  Institute,  715 
East  3900  South,  Suite  205,  Salt  Lake  City,  Utah  84107.  Call:(801) 
261-1000.  178-9-3B 


OTOLARYNGOLIST.  Two  Otolaryngologists  in  practice  for  5 
years  in  Southern  Colorado  looking  for  third  associate.  Write  or  call: 
J.V.  Cichon,  MD,  1925  E.  Oman  Avenue,  Suite  237,  Pueblo, 
Colorado  81004,  or  Call;(303)  564-8750.  178-2-3 


PHYSICIAN  WANTED  for  full  or  part-time  work.  Aspen- 
Snowmass  Area.  Fee  for  service  with  generous  remuneration.  Call: 
(313)  837-4718,  evenings.  178-24-2B 


UNIVERSITY  OF  WYOMING  COLLEGE  OF  HUMAN 
MEDICINE  offers  an  opportunity  for  two  family  physicians  to 
practice  rural  health  care  in  a team  setting  with  other  health  profes- 
sionals at  the  Energy  Basin  Clinic  in  Hanna,  Wyoming.  These  are 
full  time  faculty  positions  with  the  College  of  Human  Medicine  with 
generous  base  salaries  plus  incentive  pay.  The  positions  require 
learning  and  teaching  one  full  day  a week  at  the  College  of  Human 
Medicine  in  Laramie,  and  spending  another  day  a week  practicing  in 
another  rural  center.  Medical  students  and  family  practice  residents 
will  rotate  through  the  Energy  Basin  Clinic  for  exposure  to  mral 
health  care.  Full  University  fringe  benefits  are  provided  which  in- 
cludes a regular  allowance  for  continuing  education.  These  are 
permanent  positions  supported  with  University  and  local  funds. 
Hanna,  Wyoming  is  in  an  area  of  intensive  energy  development 
located  along  the  Overland  Trail  forty  miles  from  Rawlins,  seventy 
miles  from  Laramie  and  less  than  two  hundred  miles  from  Denver. 
Outstanding  hunting,  fishing,  and  skiing  may  be  enjoyed  in  the 
immediate  vicinity,  and  excellent  schools  through  high  school  have 
been  built  recently  in  the  community.  Individuals  with  Family  Prac- 
tice Board  certification  or  eligibility,  or  rural  practice  experience 
preferred.  If  interested  send  resume  to  David  M.  Holden,  MD, 
Assistant  Dean  for  Clinical  Sciences,  College  of  Human  Medicine, 
University  of  Wyoming,  P.O.  Box  3433,  University  Station, 
Laramie,  Wyoming  82071  or  Call:  (307)  766-6465.  The  University 
of  Wyoming  is  an  Affirmative  Action-Equal  Opportunity 
Employer.  178-23-2B 


LOCUM  TENENS.  Unique  opportunity  to  practice  family  practice 
rural  medicine  in  Colorado.  Secondary  and  tertiary  backup  defined. 
Problem-oriented  records  used.  Colorado  license  and  malpractice 
insurance  required.  Please  send  CV  to:  Mountain/Plains  Outreach 
Program,  Suite  435,  4545  East  9th  Avenue,  Denver,  Colorado 
80220.  378-2- IB 


WYOMING.  New  200  bed-hospital  in  southwestern  Wyoming,  as 
well  as  an  Emergency  Medicine  practice  in  the  northeastern  Wyom- 
ing area.  Flexible  scheduling.  Excellent  outdoor  areas  for  hunting, 
fishing.  Only  2Vi  hours  from  Jackson  Hole,  Grand  Tetons,  and  West 
Yellowstone.  Send  curriculum  vitae  to:  John  Crewes,  MD,  Chase 
Stone  Center,  Holly  Sugar  Building,  Suite  440,  Colorado  Springs. 
Colorado,  80903,  or  call:  1-800-325-3982,  Ex.  220.  Toll 
Free.  378-3-2B 


JACKSON  HOLE,  WYOMING.  Positions  open  for  Emergency 
Department  physicians  for  summer  locum  tenens.  Begin  June  1, 
1978  and  return  to  your  regular  program  on  August  31,  1978. 
Vacation  area  near  Grand  Teton  and  Yellowstone  National  Park. 
Flexible  scheduling.  $3,200  per  month,  paid  malpractice.  Send 
curriculum  vitae  to:  John  Crewes,  MD,  Chase  Stone  Center,  Holly 
Sugar  Building.,  Suite  440,  Colorado  Springs,  Colorado,  80903,  or 
call:  1-800-325-3982,  Ext.  220.  Toll  Free.  378-4-2B 
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MEDICAL  DIRECTOR.  Excellent  opportunity  for  administratively 
oriented  physician.  Work  in  program  design  at  the  central  office  and 
practice  at  the  new  diagnostic  and  evaluation  center,  will  supervise 
approximately  50  health  personnel.  Excellent  state  benefits.  Salary 
to  start  in  the  mid  40’s.  Send  resume  to:  Department  of  Correctional 
Services,  P.O.  Box  94661,  Lincoln,  Nebraska  68509.  An  Equal 
Opportunity  Employer.  378-5- IB 


PRACTICE  FOR  SALE.  Brand  new,  completely  equipped  office  in 
Westminster,  Colorado.  80th  and  Sheridan,  NW  of  Denver.  X-ray, 
EKG,  10  year  practice  records.  For  further  information  contact: 
Richard  Bryant,  718  17th  Street,  Suite  1000,  Denver,  Colorado 
80202  or  Call:  (303)  892-5555.  378-6- IB 


MONTANA — Big  Sky  Country  has  immediate  opening  for  Clinical 
Director  at  Boulder  River  School  and  Hospital,  Boulder,  Montana. 
Prefer  FP,  Internist,  or  pediatrician.  Responsible  forclinical  services 
in  institution  for  mentally  retarded.  Boulder  located  on  eastern  slope 
of  Continental  Divide,  in  heart  of  big  game  hunting  and  fishing. 
Institution  population  of  300,  with  staff  of  596.  Community  popula- 
tion 1,000,  located  in  mountainous  area.  Starting  salary  range  bet- 
ween $36,000  and  $48,000  annually,  depending  upon  training  and 
experience,  with  excellent  benefits.  Foreign  medical  graduates  must 
have  ECFMG  and  FLEX.  Direct  inquiries  to  Personnel  Office, 
Boulder  River  School  and  Hospital,  Boulder,  Montana  59632 

378-8-2B 


SEARCH  COMMITTEE  SEEKS  curricula  vitae  from  exceptionally 
qualified  Board  Certified  or  Board  Eligible  General  Surgeon  to  join 
varied,  active  medical  community  of  eight  general  practitioners  and 
consulting  specialty  physicians  in  growing  town  of  10,000  plus 
additional  drawing  areas.  Close  proximity  to  large  cities  and  moun- 
tains, excellent  schools  and  varied  recreation.  Please  forward  CV  to 
Ham  Jackson,  MD,  Chairman,  Search  Committee,  Fort  Morgan 
Community  Hospital,  1000  Lincoln  Street,  Fort  Morgan,  Colorado 
80701.  378- 10- IB 


WANTED:  FP  for  Family  Practice  in  Northern  Nevada.  No  OB. 
4-man  incorporated  group,  in  pleasant,  fast  growing  community  in 
the  West.  $3, 500/mo.;  bonuses;  expenses  paid  and  many  fringe 
benefits.  Eligible  forfull  partnership  in  October  1979.  Ideal  climate. 
Excellent  facilities  for  all  seasonal  recreation.  Contact:  Dr.  Watson 
or  Dr.  Hendrick,  850  I Street,  Sparks,  Nevada  89431.  Phone:  (702) 
358-4755.  378-1 1-2B 


PHYSICIAN’S  ASSISTANT  STUDENT  desires  preceptorship  with 
Family  or  Pediatric  practice  in  Fort  Collins/Greeley  area.  Have 
completed  12  months  didactic  and  10  months  clinical  training.  BA, 
University  of  Colorado.  Available  June  1978.  Write:  Wayne  Wil- 
liamson, 724  Riddle  Road,  #202,  Cincinnati,  Ohio,  45220. 

378- 12- IB 


OB/GYN — Board  Certified  or  Board  eligible  for  Western  Colorado 
14- man  multi-specialty  group.  Balanced  practice  and  recreation  op- 
portunity. Area  served  provides  skiing,  mountain  trails,  fishing,  etc. 
Modem  clinic,  facility  located  next  to  community  hospital.  Send 
resume  or  contact:  G.  Thomas  Morton,  MD,  Glenwood  Medical 
Associates,  P.O.  Box  907,  Glenwood  Springs,  Colorado 
81601.  378-14-lB 


PHYSICIAN’S  ASSISTANT-BOARD  CERTIFIED,  graduate  Al- 
bany Medical  College.  Primary  Care  Program.  Currently  employed 
in  northeastern  academic  center.  Two  years’  experience  in  ER,  IM, 
Geriatric  Care,  Orthopaedics.  Desires  relocation  to  Colorado  in  one 
of  above-mentioned  fields.  Respond:  Box  377-20-3B,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado, 80218.  378-20-3B 


A GOOD  VACATION  IS  ESSENTIALTO  YOUR  HEALTH.  How 
about  a nice  vacation  with  pax  instead  of  worries.  This  can  be  yours 
as  a member  of  the  U.S.  Air  Force  Medical  Corps.  In  addition  to  the 
good  salary  (minimum  $33,500),  a very  comprehensive  benefits  list 
and  the  full  scope  to  practice  your  specialty,  the  Air  Force  offers  you 
the  position  and  prestige  due  your  profession.  Weigh  the  confine- 
ment of  a private  practice  against  the  professional  growth  and  free- 
dom you’ll  enjoy  as  a commissioned  officer.  Investigate  the  oppor- 
tunities your  Air  Force  can  extend  to  you.  You  may  find  your  private 
practice  in  the  Air  Force.  For  more  infonnation  Call:  (303)  837-4525 
or  drop  by  1315  Kearney,  have  a cup  of  coffee,  and  we’ll  discuss 
your  particular  situation.  378- 1 7- IB 


SALT  LAKE  CITY,  UTAH — Continuing  growth  means  continuing 
opportunities  for  physicians  to  join  multi-specialty  group  practice. 
Family  Health  Program;  contact  Darlene  Gladden;  (801)  355-1234 
or  send  CV;  323  South  600  East;  Salt  Lake  City,  Utah  84102;  FHP 
also  has  positions  available  in  Southern  California  and  Guam. 

378-23- IB 


NEUROLOGIST  AND  ORTHOPAEDIST  needed  for  multi- 
specialty  group  of  50  physicians.  LInique  opportunity  to  join  a 
vigorous  group  in  an  excellent  location.  Write:  Paul  V.  Hoyer,  MD, 
Medical  Director,  The  Billings  Clinic,  P.O.  Box  2555,  Billings, 
Montana  59103,  or  Call:  (406)  252-4141.  378-24-2B 


CLINICAL  EXPERIENCE  DESIRED:  Prospective  medical  student 
seeks  position  in  rural  health  clinic.  Salary  unimportant.  B.  ,X.  Llni- 
versity  of  Chicago.  EMT.  1 year  Phlebotomist.  5 years  as  tutor  to 
children.  Excellent  personal  relations.  Available:  May-.August 
1978.  Resume  available.  Write:  Eric  Bronstein,  2457  S.  Dahlia 
Lane,  Denver,  Colorado  80222.  - 378-21- IB 


WANTED  IN  COLORADO  SPRINGS:  EMERGENCY  PHYSI- 
CIANS. Two  full  time  openings  in  established  group.  Must  be  career 
oriented,  and  have  one  year  related  residency.  Excellent  opportunity 
and  location.  Send  CV  to  G.K.  Langstaff,  MD,  Box  88  1 , Colorado 
Springs,  Colorado  80901  or  Call:  (303)  473-6839  Ext.  536  or 
520.  178-29-4B 


WANTED:  Full-Time  Physician  for  Emergency  Room  work.  Two 
years  experience  or  residency  training  necessary.  Contact:  Extension 
516,  (303)  341-1371.  378-32-TFB 


WANTED:  PEDIATRIC  CLINICAL  RESEARCHER.  MD  with  2 
years  pediatric  training  sought  immediately  for  long-term  research 
position  among  Pima  Indians  in  central  Arizona.  Study  involves 
analysis  of  outcome  of  diabetic  pregnancies  and  congenital  abnor- 
malities in  this  population.  Salary:  $23-25,000.  Inquiries  to:  Jon  M. 
Aase,  MD,  Department  of  Pediatrics,  University  of  New  Mexico, 
Albuquerque,  New  Mexico,  87131,  or  Call:  (505)  277-5551. 

378-29-3B 


PROPERTIES^FOR  LEASE 


OFFICE  SPACE  AVAILABLE  in  highly  desireable  Medical  Build- 
ing at  1855  Gaylord  Street,  Denver.  Near  major  hospitals.  One  ready 
to  go — 1260  sq.  ft.  medical  suite  on  upper  floor  at  $997.50  per 
month.  Also,  up  to  1656  sq.  ft.  on  garden  level  at  $6.50  per  sq.  tt 
Owner  will  divide  and/or  remodel  to  suit.  Contact:  J.F.  Brauer,  64 1 5 
W.  44th  Avenue,  Wheat  Ridge,  Colorado  80033  or  Call:  (303) 
420-2000.  " 378-9- IB 
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OFFICE  SPACE  torrent.  Luxurious  GP/FP  office  with  busy  practice 
that  can  support  one  or  more  MD's.  All  ancillary  services  available 
on  premises.  Write:  Box  378-1- IB,  c/o  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Avenue,  Denver,  Colorado 80218. 378-1-IB 


FOR  LEASE:  Medical  Building,  Cherry  Creek  area.  Attractive 
four-year-old  building  at  155  Cook  Street,  with  suites  ranging  from 
600  to  1800  square  feet.  Patients  love  this  convenient  location  with 
adjacent  free  parking.  Suites  for  Ophthalmologist,  ENT,  GP,  and 
Internist  now  set  up.  Doctors  needed  to  fill  them.  Under  new  man- 
agement by  Brown  and  Associates.  Call:  Sam  Brown,  (303)  321- 
2263.  378-22-6B 

FOR  LEASE:  COLORADO  SPRINGS  new  office  building.  Off 
Street  parking  near  hospitals.  Available  April  1978.  Please  Call: 
(303)  473-0711,  days,  or  (303)  634-6392  after  6 p.m.  378-33- IB 


MISCELLANEOUS 

HNANCIAL  WORRIES  CAN  LEAD  TO  HYPERTENSION,  indi- 
gestion, and  high  blood  pressure!  For  substantive  relief  from  the 
discomforts  of  excessive  taxation,  painful  cash  flow  problems  and 
comatose  investments,  what  you  really  need  is  a specialist.  As  an 
independent  consultant  in  finance,  investments,  and  tax  strategy,  my 
practice  is  dedicated  to  the  highest  standards  of  professional  compe- 
tence and  objectivity.  For  details  please  call  me,  Ronald  J.  Grow: 
(303)  232-0436,  or  write:  Suite  725,  The  Westland  Bank  Building, 
10403  W.  Colfax  Avenue,  Lakewood,  Colorado,  80215.777-1 1-6B 


DO  YOU  USE  PHOTOGRAPHY  IN  YOUR  PRACTICE?  How 
about  as  a hobby  ? The  Colour  Company  offers  the  finest  processing 
and  printing  of  photographic  materials  in  the  Denver  area.  The 
highest  quality  and  fast  service  at  reasonable  prices.  Call  or  stop  by 
for  our  schedule  of  services  and  prices.  The  Colour  Company,  2820 
East  17th  Avenue,  Denver,  Colorado,  80206,  or  Call:  (303) 
321-4284.  1177-19-3B 


TRANSCRIBING,  Typing,  Light  Bookkeeping  and  Invoicing  in  my 
home.  Mature,  responsible  lady.  Superior  workmanship.  Excellent 
references.  Pick  up  and  delivery.  Prefer  South  Denver  area.  Call: 
794-4749  after  6 p.m.  178-1-3B 


ACCOUNTING  AND  TAX  SERVICE — Accounting,  tax  service 
for  individuals,  partnerships,  and  corporations.  Complete  per- 
sonalized accounting  and  tax  planning  services.  Compietitive  rates. 
Write:  Jeffries  Accounting  & Tax  Service,  13 130  East  48th  Avenue, 
Denver,  Colorado  80239,  or  Call:(303)  373-1116  178-1 1-3B 


FOR  SALE:  Used,  complete  x-ray  equipment.  Tank  view  box  caset- 
tes,  film  holders;  also,  Bircher  ultra  sound,  Sanborn  E.K.G. , Stryker 
cast  cutter.  Write  to:  Donald  D.  Plumb,  MD,  4301  Wadsworth 
Boulevard,  Wheat  Ridge,  Colorado  80033  or  Call:  (303)  424- 
6308.  178-13-lB 


SCIENTIFIC  WRITING  SEMINAR- 1978.  Five-day  course. 
Steamboat  Springs,  Colorado.,  August  20-25.  Limited  registration 
for  small,  informal  sessions- workshops.  Ideal  Family  vacation  site  at 
Scandinavian  Lodge.  For  further  information  write:  R.D.  Liechty, 
MD.,  Box  B-192,  4200  East  9th  Avenue,  Denver,  Colorado 
80262.  378-18-lB 


BIGGEST  BREAKTHROUGH  IN  MEDICAL  DIAGNOSIS 
SINCE  .X-ray.  Computerized,  non-invasive  body  scan  system  at  a 
price  every  doctor  can  afford.  FA  A approved.  Colorado  sales  territ- 
ory available  to  individual  or  group  with  proven  marketing  experi- 
ence in  the  medical  field  and  a credit  line  of  over  $72,000.  No  blue 
sky,  all  investment  secured  by  inventory.  For  full  details  write  to  Mr. 
Nelson,  524  E.  2950  North,  Provo,  Utah  84601.  378-19-lB 


FOR  SALE:  Dark  green,  steel,  five-drawer  “Superfiler”  cabinet  by 
G-F,  for  IV2''  X 9%"  materials.  75  Alphabet  dividers.  Exterior 
dimensions:  1 3x28x52- ‘/2.  Call:  (303)  322-7651.  178-26-3B 


FOR  SALE:  Rolls  Royce  1976-custom  Silver  Shadow,  LWB, 
12,000  miles,  silver  green  with  14k  gold  fleck  paint.  One  owner,  real 
find,  $45,000.  Call:  (303)  758-9031,  day  (303)  773-0652, 
eves.  378-7- IB 


FOR  SALE:  New  office  equipment.  2 metal  exam  tables,  $400  each; 
treatment  table,  $350;  scale,  $100;  Lab  stool,  $75;  blood  pressure 
cuff,  $40;  Thyrotec  Lab  Machine,  $1,000;  Hyfracator,  $75.  For 
further  information  write:  Dr.  Robert  Quinn,  1455  S.  Potomac, 
Aurora,  Colorado  80012,  or  Call:  (303)  750-4220.  378-13-lB 


FOR  SALE:  Reducing  my  practice.  Basic  Medical  Equipment  in- 
cluding excellent  Transistorized  Bennett  300  MA  X-ray  Unit — 
rotating  anode — collimator,  meets  new  X-ray  requirements.  3-'/2 
years  old,  all  accessories  included.  $3,500.00.  Contact:  H.E.  Fight- 
lin,  MD,  318  Maryland  Parkway,  Las  Vegas,  Nevada  89101. 

378-15-lB 


MEDICAL  REAL  ESTATE:  Fred  J.  O’Day,  MD,  AAFP,  Ret.,  is 
offering  a special  service  to  physicians  and  allied  professions  which 
include  the  appraisal,  sales  and  lease  of  properties.  These  properties 
include  medical  buildings,  commercial  and  industrial  investment 
properties,  as  well  as  quality  homes.  For  further  information,  call 
Dr.  Fred  O’Day,  Reitler  & Co.,  (303)  234-1362,  days,  and  (303) 
237-0250,  evenings.  378-26-IB 


FOR  SALE  OR  LEASE  IN  FORT  COLLINS,  COLORADO:  Medi- 
cal Office  space.  1200  sq.  ft.  single  building,  available  July  1978. 
Medical  office  park  building  sites  for  sale.  All  within  walking 
distance  of  Poudre  Valley  Hospital.  Call:  (303)  221-2266,  days,  or 
(303)  493-4544,  evenings.  378-27-3B 


GUARANTEED  TAX  SHELTER  INVESTMENT.  Investment: 
$30,000.  (We  can  finance  all  or  part  of  your  investment).  WRITE 
OFF:  $60,000,  1st  year;  $22,000  next  ten  years  at  no  additional 
investment.  PLUS:  Additional  tax  shelter  return  on  investment  for 
next  ten  years.  Sound  too  good  to  be  true?  PROJECT  and  all  tax 
shelter  benefits  are  fully  bonded,  and  bonds  are  collateralized  by 
savings  certificates  in  the  amount  of  the  investment,  ($30,000)  on  a 
F.D.I.C.  National  Bank  (guaranteed  by  U.S.  Government  for 
$40,000).  PROJECT  and  all  tax  shelter  benefits  are  guaranteed  and 
warranted  by  Company’s  attorney  with  $1  million  attorney  profes- 
sional malpractice  insurance  policy  on  $300  million  carrier.  Call  or 
write:  Partners  Referral,  6514  East  Milan  Place,  Denver,  Colorado, 
80237,  or  (303)  758-0939.  378-16-lB 


TAMARRON  LUXURY  TOWNHOUSE  BEDROOM 
DURANGO,  Colorado.  Sleeps  four,  fully  equipped  kitchenette,  full 
bath,  color  TV.  Facilities  available  include  three  restaurants, 
indoor-outdoor  heated  pool,  health  spa,  indoor  tennis,  bus  to  Purgat- 
ory Ski  Area.  Rates  below  Tamarron  list.  $96/weekends;  $330/ 
week;  $420/9-day  package.  Call  Dr.  Lawless:  (505)  247-1404. 

378-31-lB 


FOR  SALE:  Medical  equipment.  Fischer  X-ray,  table  with  Bucky 
and  all  accessories:  H.P.  EKG,  Hamilton  GYN  exam  table;  Hamil- 
ton Pediatric  Table,  and  other  items.  Call;  (801)  489-5222. 

378-30-TFB 


FOR  LEASE:  MEDICAL  OFFICE  SUITE,  Fort  Collins,  Colorado. 
1000  sq.  ft.  to  be  available  July  1978.  Medical  office  park  location. 
Walking  distance  to  Poudre  Valley  Hospital.  Call:  (303)  221-2266, 
days,  or  (303)  493-4544,  evenings.  378-28-3B 
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Life  looks  pretty  good  to  you, 

doesn  t it?  And  it  should.  You’ve  worked  hard  and  you’ve 
got  a lot  to  show  for  it.  A beautiful  family ...  a comfortable  home . . . and 
a promising  future.  So  what  can  Mutual  of  Omaha’s  Disability  Income 
Protection  do  for  you?  MAYBE  help  you  keep  all  those  things  for 
which  you’ve  worked  so  hard,  should  you  have  to  stop  practicing  f 
because  of  a serious  illness  or  injuiy.  # 

You  see,  not  many  of  us  could  afford  to  do  without  a monthly  m 
income  for  a considerable  length  of  time.  If  you  were  suddenly  • 
disabled,  you  might  be  faced  with  that  problem.  Other  Colo-  / 
rado  Medical  Society  members  have  been.  That’s  why  CMS  i 
endorses  disability  income  protection  . . . since  1961  Colo-  . 
rado  Medical  Society  members  have  received  over  one  / 
million  dollars  in  benefits  for  covered  disabilities.  And  ^ 
that’s  how  Mutual  of  Omaha’s  disability  income  pro-  # 
tectlon  could  work  for  you  ...  by  providing  a regular  ’ 
benefit  to  you  for  any  covered  sickness  or  accident.  _/ 

By  the  way,  the  benefits  can  be  used  however  you  # 
think  best . . . you  decide.  ~ ^ 

For  more  information,  on  this  disability  income  ^ ^ ^ 

protection  plan,  just  complete  the  coupon  and  / ^ ^ 

mail  It.  A qualified  Mutu^  representative  will  ^ ^ ^ 


contact  you  for  an  appointment. 

!V1utuai^\ 


Pesple  ifsii  cm  eaml  on.. 

Li^£  Insurance  Affiliale: 

United  if  Omala 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY  « HOME  OFFICE  OMAHA,  N68^ASKA 
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tuLDi  rnuuliAiilio 

WOMAN  SUFFRAGE 


Signs  Certificate  of  Ratification 
at  His'Home  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Sigi 
Gives  Pensions  to  Aged, 

Roosevelt  Approves  Message  Intended  to  Bene  fi 
Persons  When  States  Adopt  Cooperating  Lau 
the  Measure  TornerstoneW His  Economic  1 


MILITANTS  VEXED  AT  PRIVACY 


WASHINGTON, 
The  Social  Security 
a broad  program  oi 
insurance  and  old 
and  counted  upon 
20,000,000  persons, 
day  when  it  was  s 
dent  Roosevelt  in 
those  chiefly  respc 
ting  it  tb  -ougl 
]\I  r.  sevelt  cal 
“the  < erstone 
wh  ■t.  ti3  )€in^ 


Wanted  Movies  of  Ceremony, 
Both  Factions  Are 

Au/.  1920^ 


Amendment  to  Constitution 
is  Sent  to  Hou^e,  Where 
Passage  is  Expected 


WASHINGTON,MarchlO» 
1971— The  Senate  approved 
9-^  to  0 nnd  sen'  H 


TRUMAN  CLOSES 


WITH  PLEA  TO  TRANSLATi 
CHARTER  INTO  DEEDS 

IWWORLDHOPE 


"If  we  fail  to  use  it,"  Tie  declared 
to  tlie  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.’ 

- “If  we  seeic  to  use, it  selfishly —for 
tllfe  advantage  of  any  one  nation  or 
any  sw»ll  group : of,  natiohs-we  r? 
shall  bos:'^atty'  guilty  of^that 

^ The  PrefideHli,  speaking;  in' 
audifenum'  of  the  War  vMemofial  'V'j 
Opera  House,  built  in  memory  of 
.sops  of  the  Golden  .Gate  city  who 
gaye  their  lives  in  the  first  Worlif.' 
.Warl^ih he  hitoelf  served, 
ie^^d^jffee.'uneonseioas  eaprea; 


President  Hails  ‘Great 
Instrument  of  Peace/ 


g^jj  FiflAN^YsCb,  June26,li4& 
/bnlttk-  ^.fionsr.GbBf  erfiieef 


no  need  for 

iarther.  inductions.  1-  wish 


American  Urological  Association 

South  Central  Section 

POSTGRADUATE  SEMINAR 
Mariott  Hotel,  Denver,  Colorado 
September  22‘24,  1978 
PROGRAM 


Friday,  September  22,  1978 

Morning 

Film--“Ureteral  Reimplantation”&  “Urethral  Valves.” 

Basic  Science,  including  Immunology,  William  A.  Robinson,  MD,  PhD,  Denver;  Coagulation,  Robert  J. 
Anderson,  MD,  Denver;  Current  Concepts  in  Urodynamics,  F.  Brantley  Scott,  MD,  Houston,  Texas. 

Intensive  Care,  including  Fluids  Management  & Renal  Failure,  Robert  J.  Anderson,  MD,;  Pulmonary: 
Evaluation  in  Urologic  Surgery,  Clifford  Zwillich,  MD,  Denver;  Hyperalimentation  & The  Use  of  CVP 
Lines,  Mitchell  V.  Kaminski,  Jr.,  MD,  Chicago,  Illinois. 

Afternoon 

Incontinence:  Male,  Evaluation  & Treatment,  John  W.  Weigel,  MD,  Kansas  City,  Kansas;  Female, 
Evaluation  & Treatment,  Kermit  E.  Krantz,  MD,  Kansas  City,  Kansas;  Adrenal:  Embryology,  Physiology 
& Surgery,  Richard  D.  Liechty,  MD,  Denver;  Urethral  Strictures,  Evaluation  and  Treatment,  Bernard 
Lytton,  MD,  New  Haven,  Connecticut;  Hypertension:  Workup,  medical  and  surgical  treatment,  William 
R.  Fair,  MD,  St.  Louis,  Missouri;  Male  Infertility,  Larry  1.  Lipshultz,  MD,  Houston,  Texas;  Venereal 
Diseases,  E.  George  Thorne,  MD,  Denver;  Postatitis,  Cystitis,  NSU,  William  R.  Fair,  MD. 

Evening 

Pathology/Radiology:  Combined  Pathologic  and  Radiologic  Conference,  Myron  Tannenbaum,  MD, 
PhD.and  Derek  P.  Stables,  MD,  Denver. 

Saturday,  September  23,  1978 

Morning 

Film— “Cystectomy,”  Wiliet  F.  Whitmore,  MD,  New  York,  New  York,  Commentator. 

Trauma,  Renal  & Bladder,  Norman  E.  Peterson,  MD,  Denver;  Ureter  and  Urethral,  Paul  C.  Peters,  MD, 
Dallas,  Texas;  Genital,  Paul  C.  Peters,  MD;  Stones:  Workup  & Medical  Management,  Lynwood  H. 
Smith,  MD,  Rochester,  Minnesota;  Hyperparathyroidism  & Hypercalcemia,  Richard  D.  Liechty,  MD; 
Uric  Acid,  Robert  J.  Anderson,  MD;  Surgery:  For  Stone  Disease,  Bernard  Lytton,  MD. 

Afternoon 

Pediatrics:  Reflux,  Megaureter,  Valves,  DX,  Indications,  Surgery,  Complications,  W.  Hardy  Hendren,  MD, 
Boston,  Massachusetts. 

Intersex:  Embryology,  Patrick  C.  Walsh,  MD,  Baltimore,  Maryland;  Surgery,  W.  Hardy  Hendren,  MD, 

Hypospadias,  W.  Hardy  Hendren,  MD,  Boston;  Cryptorcidism,  Torsion  of  Testicle,  Rotert  E.  Donohue, 
MD,  Denver;  Urinary  Diversion,  Pablo  Morales,  MD,  New  York,  New  York;  Urinary  Undiversion,  W. 
Hardy  Hendren,  MD. 

Sunday,  September  24,  1 978 
Morning 

Oncology:  Kidney,  Ureter,  Renal  Pelvis,  Wiliet  F.  Witmore,  MD;  Bladder,  Wiliet  F.  Whitmore,  MD;  Testis: 
John  N.  Wettlaufer,  MD,  Denver;  Penis  & Urethra,  Wiliet  F.  Whitmore,  MD;  CA  Prostate,  Patrick  C. 
Walsh,  MD;  Overview:  Urologic  Malignancies,  Panel  Discussion,  and  Questions:  Drs.  Whitmore, 
Walsh,  Peters,  Wettlaufer,  and  Tannenbaum. 


CONTACT:  Ronald  R.  Pfister,  MD, 

Box  C319,  University  of  Colorado  Medical  Center 
4200  East  9th  Avenue,  Denver,  Colorado  80262 
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With  commercial  lending  that  helps 
companies  grow. 

Any  business,  in  order  to  succeed,  must  have 
the  ability  to  take  advantage  of  changing  market 
conditions  and  growth  opportunities.  When 
there’s  a big  idea,  somebody  has  to  make  it  happen. 

Materials  Handling  Equipment  Company  in 
Denver  came  to  us  with  this  big  idea:  There  was 
a need  for  quick,  professional  response  to  the 
materials  handling  needs  of  companies  through- 
out Colorado.  They  wanted  to  meet  that  need. 

Our  Commercial  Lending  Department  helped 
them  do  it. 

The  problem  was  that  Materials  Handling 
Equipment  Company  needed  capital  to  expand 
from  a small  3-man  firm  into  a large  warehousing 
and  materials  handling  equipment  distribution 
operation.  The  solution  was  expansion  financing, 
being  discussed  above  by  Bob  Patten,  Vice- 
President  (1);  Rod  Shattuck,  Assistant  Vice- 
President,  Colorado  National  Bank  (c);  and  Jack 
Patten,  President  (r). 


Today,  Materials  Handling  Equipment 
Company  not  only  analyzes  and  solves  their 
clients’  problems,  they  provide  the  equipment 
that’s  needed  to  do  the  job.  This  includes  fork- 
lifts, lockers,  shelving,  scales,  hoists,  cranes  and 
any  other  floor  equipment  called  for.  And  they 
have  a complete  inventory  that  allows  Colorado 
businesses  to  count  on  them  to  respond  quickly 
in  a crunch. 

This  is  just  one  example  of  the  kind  of  resources 
and  service  we  offer  to  make  businesses  more 
successful.  We’d  like  to  tell  you  more.  And  we’d 
like  to  hear  your  big  idea. 


Give  us  a call 
at  (303)  893-1862. 

We  make 

big  ideas  happen  with 
commercial  lending. 


Member  FDIC 
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Editorials 


127  Tffls  Age  of  Regulators 

127  The  Role  of  Physician  Leadership  in  the  Regionalization  Movement 

129  Welcome  to  our  New  Scientific  Editor 

Articles 

131  Metolazone  for  Effective  Treatment  of  Hypertension 

Louis  L.  Retallack,  MD,  Denver,  Colorado 
135  Newborn  Country  USA  Revisited 

John  T.  McCarthy,  MD,  and  L.  Joseph  Butterfield,  MD,  Denver,  Colorado 
140  The  Vietnamese  Orphan 

Roger  M.  Barkin,  MD,  MPH,  Thomas  M.  Vernon,  MD,  Denver,  Colorado 

142  Familial  Generalized  Lipodystrophy 

Paul  Wall,  MD,  Frederic  W.  Platt,  MD,  Denver,  Colorado 

145  Psychosomatic  Medicine 

H.G.  Whittington,  MD,  Denver,  Colorado 

148  Lepid  and  Lipoprotein  Analysis  of  Neonatal  and  Maternal  Sera 

Daniel  B.  Kearnes,  MD,  Ronald  W.  Meyer,  MD,  and  Kenneth  F.  DeBoer,  PhD, 
Gunnison,  Colorado 

151  Rural  Practitioners 

Stephen  E.  Barnett,  MD,  Miriam  Orleans,  PhD,  Lynne  Larson,  BA,  Denver,  Col- 
orado 

Organization 

157  COLORAEX) 

157  Montana 
157  New  Mexico 
Features 

119  Meetings 

125  The  Book  Corner 

125  New  Products 

130  Our  Cover 

144-What’s  Your  Reading?  Prepared  by 

167  Jonathan  Abrams,  MD,  Albuquerque,  New  Mexico 
1S7  Medical  School  Notes 

160  Publication  Rules 
163  Obituaries 

168  Want  Ads 

171  Index  TO  Advertisers 
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Address  all  correspondence  relating  to 
subscriptiom,  advertising  or  address 
changes  to  Editorial  and  Business  Of- 
fice. 


Editorial  aad  Business  Office 
1601  E.  19th  Ave. 

Denver,  Colorado  80218 
Telephone  (303)  861-1221 


Address  all  manuscripts,  organiza- 
tion and  other  news  items  relating  to 
editorial  content  to  appropriate  state 
editor,  see  below. 


EDITOEIAL  BOARD 


»«le:  Clyde  Stanfield,  MD,  Chief  Scientific  Editor  and  Chairman  of  the  Board,  1601 
I Av©.,  Denver  80218.  David  L.  Kelble,  MD,  701  E.  Colfax  Avenue,  Denver,  80203, 
ate  Scientific  Editor. 


nas  Gerald  A.  Diettert,  MD,  Scientific  Editor,  P.O.  Box  1307,  Missoula  59801:  G. 
?ini,  AsscKiate  Editor,  2021  Eleventh  Ave.,  Helena  59601. 


New  Mexico:  Marcus  J.  Smith,  MD,  Scientific  Editor,  141  East  Palace  Avenue,  Santa  Fe 
87501:  John  S.  Saiki,  MD,  Assistant  Scientific  Editor,  Cancer  Research  and  Treatment 
Center,  U.N.M.  School  of  Medicine,  Albuquerque  87131;  Ralph  R.  Marshall,  Associate 
Editor,  2650  Yale  Bivd.,  S.E.,  Albuquerque  87106. 

Wyoming:  Francis  A.  Barrett,  MD,  Scientific  Editor,  1616  East  19th  Street.  Cheyenne 
82001:  Robert  Smith,  Associate  Editor,  1920  Evans  Avenue,  P.O.  Drawer  4009,  Cheyenne 
820)1. 


Donald  G.  Derry,  Managing  Editor  Allen  Young,  Assistant  Editor  Douglas  W.  Macomber,  MD,  Scientific  Editor  Emeritus,  1931-1972 

Carl  H.  McLauthlin,  MD,  Scientific  Editor,  1972-1978 


™hip  and  Spansorship:  The  Rocky  Mountain  Medical  Journal  is  owned  by  the 
jido  Medical  Society  and  is  published  bi-monthly  m a nonprofit  enterprise  for  the 
il  benefit  of  the  organizations  which  jointly  sponsor  it.  It  is  publish^  ander  the 
■on  of  the  Board  of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
representing  the  sponsoring  organiiatians.  It  is  the  Official  Journal  of  the  Rocky 
tain  Medical  Conference  and  those  medical  societies  who  are  represented  on  the 
'ial  Board  listed  above. 

Httcky  Mountain  Medical  Journal  is  listed  in 
Current  ContentalClinical  Practice. 


Adveptasing:  National  representative:  John  H.  Harling,  Inc.  18  South  Michigan  Avenue, 
Chicago,  Illinoig,  60603.  Telephone:  (312)  641-0755. 

SMbieriptioiis  $11.00  per  year  in  advance,  postpaid  in  the  United  States  and  its  posses- 
sions; single  copy  $1.25  including  postage.  Subscription  is  included  in  medical  society  dues 
of  sponsoring  sl^te  medical  organisation. 

Cijpyrights  1978  by  the  Colorado  Medical  Society.  All  materia!  subject  to  this 
copyright  appearing  in  the  Rocky  Mountain  Medical  Journal  may  be  photo- 
copied for  the  noncommercial  purpose  of  scientific  or  educational  advancement. 


cla«a  pmd  at  D©Bvar« 
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ROCKY  MOUNTAIN 
CANCER  CONFERENCE 

co-sponsored  by  the  American  Cancer  Society,  Colorado  Division, 
and  Colorado  Medical  Society 


JULY  14.  15,  U.  1978 

TH£  BROADMOOR  HOTEL,  COLORADO  SPRINGS,  COLORADO 


"CANCERS  OF  THE  GUT" 

Guest  Faculty  Includes: 


MORTON  MEYER,  M.D. 

"Diagnostic  Radiology  in  Abdominal 
Malignancies" 

New  York  Cornell  Medical  Center 
New  York,  New  York 

THOMAS  E.  STARZL,  M.D. 

"Surgicol  Approoch  to  Cancers 
Involving  the  Liver" 

University  of  Colorado  School  of  Medicine 
Denver,,  Colorado 

MORGAN  BERTHRONG,  M.D. 

"Pre-molignonI  Histologic  Changes 
in  Ulcerotive  Colitis" 

Penrose  Hospital 
Colorado  Springs,  Colorado 

SUNDER  MEHTA,  M.D. 

"Tests  for  Occult  Blood  in  Feces" 

University  of  Colorodo  School  of  Medicine 
Denver,  Colorado 


JEROME  WAVE,  M.D. 

"Colonoscopy" 

Mt.  Sirioi  Medicol  Center 
New  York,  New  York 

ROBERT  W.  BEART,  JR.,  M.D. 

"Surgicol  Monogement  of  Colon  ond 
Rectol  Cancers" 

Moyo  Clinic 
Rochester,  Minnesota 

MICHAEL  J.  O’CONNELL,  M.D. 

"Chemotherapy  of  Gl  Troct  Cancers" 
Mayo  Clinic 
Rochester,  Minnesota 

F.  B.  JOHNSON,  M.D. 

"Pi-Meson  Updote" 

University  of  Colorado  School  of  Medicine 
Denver,  Colorodo 


A SPECIAL  PROGRAM  ON  LAETRILE 

NEIL  M.  ELLISON,  M.D. 

Coordinator,  Retrospective  Evoluotion  of 
Laetrile  Anti-Tumor  Activity 
Notional  Cancer  InsHtvte 


JOHN  JENNINGS,  M.D. 

Associate  Commissioner  for  Medical  Affoirs 
Food  and  Drug  Administration 


BREAKFAST  SPEAKERS 

THOMAS  NESBITT,  M.D.,  President 

American  Medical  Society 

R.  WAYNE  RUNDLES,  M.D.,  Ph.D.,  President 

American  Cancer  Society 


Sessions  ore  held  each  morning  with  adjournment  at  noon  for  goif,  tennis,  horseboek  riding  and  other  relaxation. 


• • PLAN  NOW  TO  ATTEND-LiMiTED  REGISTRATION  * * 

As  an  organizotion  accredited  for  continuing  medical  education,  the  University  of  Colorado  School  of  Medicine  certifies  that 
this  continuing  medical  education  offering  meets  the  criteria  for  12  credit  hours  in  Category  One  of  the  Physician's  Recogni- 
tion Award  of  fhe  AMA  provided  it  is  used  and  completed  os  designed.  A.A.F.P.  credit  and  C.O.A.  credit  applied  for. 


Please  Complete  and  Return  This  Portion  to: 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 

1809  East  18th  Avenue 

Denver,  Colorado  80218 


Address 

City.  State 

Specialty 

REGISTRATION  FEE:  $25.00 

(Includes  two  breakfasts) 

Have  you  attended  previous  Rocky  Mountain  Cancer  Conferences? 

ADVANCE  REGISTRATION  REQUIRED 
(Payable  to:  AMERICAN  CANCER  SOCIETY) 

• Reservations  must  be  received  by  June  12,  1978. 


Please  Complete  and  Return  This  Portion  to: 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 
The  Broadmoor  Hotel 
Colorado  Springs,  Colorado  80901 
Name 

Address 

City.  State 

Arrival  Time  and  Date 

Departure  Time  and  Date — 

ROOM  RATES:  Single  or  Double 

Main.  $65.00  ~ South,  $75.00 — West,  $85.00 

Specify  type  of  accommodation  wished  


A deposit  of  one  night's  room  rate  is  required. 

• Reservatiens  must  be  received  by  June  12,  1978. 


Biogenic  Institutes  of  America,  Inc.— American  Holistic 
Medicine  Association 

MEDICINi  OF  THE  WHOLE  PERSON 
Denver,  Colorado 

May  19-20,  1978 

Contact:  Biogenic  Institutes  of  America,  Inc.  Rte  2,  Welsh 
Coulee,  La  Crosse,  Wisconsin,  54601 , or  Cali:  (608)  786-061 1 . 


Billings  Clinic  Foundation 

MEDICAL-SURGICAL  SYMPOSIUM 
Northern  Hotel,  Billings,  Montana 

June  2-3,  1978 

Contact:  Paul  F.  Grmoljez,  MD,  P.O.  Box  2555,  Billings, 

Montana  59103. 


Rocky  Mountain  Neurosurgical  Society 

13TH  ANNUAL  MEETING 

The  Broadmoor,  Colorado  Springs,  Colorado 

June  11-14, 1978 

Contact:  Ralph  J.  Kaplan,  MD,  Secretary,  P.O.  Box  25606, 
Oklahoma  City,  Oklahoma  73125 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 


FAMILY  PRACTICE  REVIEW 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

June  12-17,  1978;  October  16-21,  1978 

Credit  Hours:  42  AMA  Category  1 Credit;  42  AAFP  pre- 
scribed credit  approved. 

* ★ ★ 

ORTHOPEDICS  AND  PHYSICAL  FITNESS  FOR  THE 

FAMILY  PHYSICIAN 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
June  24-28,  1978 

Credit:  AMA  Category  1 and  AAFP  prescribed  credit  applied 
for. 

* * * 

PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND 
FAMILY  PHYSICIAN 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
July  3-5,  1978 

Credit:  AMA  Category  1 and  AAFP  Prescribed  credit  applied 
for. 


OPHTHALMOLOGY 

The  Mark,  Vail,  Colorado 

July  3-6,  1978 

Credit:  16  credit  hours 


DISORDERS  OF  FLUID  AND  ELECTROLYTE 
METABOLISM 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
July  5-8,  1978 

Credit:  AMA  Category  1 and  AAFP  prescribed  credit  applied 
for. 


14TH  ANNUAL  POSTGRADUATE  COURSE  IN  INTERNAL 
MEDICINE 

YCMCA  of  the  Rockies,  Estes  Park,  Colorado 
July  10-14, 1978 

Credit:  Approved  for  AMA  Category  1 and  AAFP  prescribed 
credit  applied  for. 


CONTROVERSIAL  TOPICS  IN  ANESTHESIA 

The  Mark,  Vail,  Colorado 

July  15-16,  1978 
Credit:  12  credit  hours 

★ ★ * 

PATHOLOGY  IN  GYNECOLOGY  AND  OBSTETRICS 
The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

July  15-16,  1978 

Credit:  AMA  Category  1 approved 


ASPEN  SUMMER  SKIN  SEMINAR 

The  Given  institute  of  Pathobiology,  Aspen,  Colorado 

July  19-23,  1978 

Credit:  18  credit  hours 


PEDIATRICS 

Snowmass,  Colorado 

July  31 -August  3, 1978 

Credit:  AMA  Category  1 and  AAFP  prescribed  credit  applied 
for. 


PERINATAL  MEDICINE 
Snowmass,  Colorado 

August  7-11, 1978 

Credit:  AMA  Category  1 and  ACOG  cognates  applied  for. 
AAFP  prescribed  credit  applied  for. 
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DYNAMIC  PSYCHOTHERAPY:  DIAGNOSTIC  AND 
THERAPEUTIC  CONSIDERATIONS  OF  THE  TRANSFER- 
ENCE RELATIONSHIP 

The  Given  Institute  of  Pathobioiogy,  Aspen,  Coiorado 
August  7-11,  1978 

Credit:  Category  1 APA  applied  for. 


PEDiATRIC  GASTROENTEROLOGY 

The  Given  institute  of  Pathobioiogy,  Aspen,  Coiorado 

August  21-24,  1978 

Credit;  AMA  Category  1 


PRACTICAL  SKIN  PATHOLOGY 
The  Mark,  Vail,  Colorado 

September  11-14, 1978 

Credit:  1 8 hours 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 

* * * 


University  of  Northern  Coiorado  Schooi  of  Speciai  Educa- 
tion and  Rehabiiitation  and  Schooi  of  Nursing 

DYSFUNCTiONS  IN  COPING  WITH  LEARNING  AND 
LIVING 

The  Inn,  Estes  Park,  Colorado 
June  15-17,  1978 

Credit:  2 quarter  hours  university  credit  and  continuing  edu- 
cation endorsement. 

Contact:  Cheryl  Hiatt,  Conference  Coordinator,  Center  for 
Non-Traditional  and  Outreach  Education,  University  of  North- 
ern Colorado,  Greeley,  Colorado  80639 


University  of  Utah  Hospitai  Medicai  Center 

COURSE  FOR  PRACTICiNG  PHYSICiANS 

University  of  Utah  Hospitai  Medicai  Center,  Sait  Lake  City, 

Utah 

June  19-21,  1978 

Credit:  25  hours  Category  1 AAFP 
Contact:  James  R.  Swenson,  MD,  P.O.  Box  2604,  Salt  Lake 
City,  Utah  84110 


Wyoming  Postgraduate  Course  in  Allergy  and  Immunology 

22ND  ANNUAL  SESSION 
Teton  Village,  Wyoming 

June  20-25,  1978 

Credit:  Approved  for  36  hours  AAFP  and  AMA  CME. 
Contact:  Russell  I.  Williams,  MD,  414  East  23rd  St., 
Cheyenne,  Wyoming  82001. 


DESCRIPTION  Each  tablet  of  PERC0CET®-5 'con- 
tains 5 mg  oxycodone  hydrochloride  (WARNING: 
May^e  habit  forming),  325mg  acetaminophen 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and^r  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERC0CET*-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  Gonditicns. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness, dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics.  PERC0CET®-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET®-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  form  Required. 
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FOR  MODERATE  TO  MODERATELY  SEVERE  PAIN 


Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia aspirin  free 


y^Tablete 


I A";-  .'SLas  each  scored  tablet  contains  5 mg  oxycodone  HCl 
JWARNING:  may  be  habit  forming)  an^25  mg 
' acetaminophen  ^ 

^»<Whcn  a^plff  n is 
contraii^cated^ 


- m fjndo  Inc. 

;?■  ^fesiciiarypftheDu^onfi^||nni^0^^"' 

PERCOCET®  is  a regist^d  trademark  of  Enddlnc. 

Please  j^e  facingp^e  for  Brief  SttnuDary  of  prescribing  information. 


The  narcotic  component  in  PERCOCET®-5  Acetaminophen  is  a non- narcotic  analgesic 

is  oxycodone,  which  is  readily  absorbed  and  provides  widely  used  for  aspirin-sensitive  patients.  Equivalent 


dependable  oral  analgesia— usually  within  15  to 
30  minutes.  0>q;codone  can  produce  drug  depend- 
ence of  the  morphine  type  and  should  be  prescribed 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  narcotic-containing  medications. 


to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  oxycodone. 

The  usual  dose  of  PERCOCET®-5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCET®-5  is  ideally 
suited  for  your  patients  with  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 


Montana  Academy  of  Family  Physicians 

28TH  ANNUAL  SCIENTIFIC  ASSEMBLY 
Fairmont,  Hot  Springs,  Montana 

June  22-24,  1978 

Contact:  James  H.  Armstrong,  MD,  795  Sunset  Boulevard, 
Kalispell,  Montana  59901 


International  Medical  Education  Corporation 

CARDIAC  SYMPTOMS  AND  ARRHYTHMIAS:  DIAGNOSIS 

AND  TREATMENT 

The  Regency,  Denver,  Colorado 

June  23-25, 1978 

Credit:  13  hours  Category  1 of  Physicians  Recognition 
Award  AMA 


CORONARY  DISEASE,  EXERCISE  TESTING  AND 
CARDIAC  REHABILITATION 
The  Regency,  Denver,  Colorado 

July  21-23,  1978 

Credit:  13  hours  Category  1 AMA 

Contact:  International  Medical  Education  Corporation,  64 
Inverness  Drive  East,  Englewood,  Colorado  80110 


Symposia  de  Santa  Fe 

CONTROVERSIES  IN  PEDIATRICS 
Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

July  20-22,  1978 


RECENT  ADVANCES  IN  THE  PATHOLOGY  OF  BREAST 
CANCER 

Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 
July  27-29, 1978 


ORTHOPAEDICS  FOR  FAMILY  PHYSICIANS 
Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

September  7-9,  1978 

Contact:  W.  J.  Levy,  MD,  P.O.  Box  5175,  Santa  Fe,  New 
Mexico  87502 

Royal  Society  of  Medicine 

ADVANCES  IN  MEDICINE 

Wembley  Conference  Center,  London,  England 

July  23-28,  1978 

Credit:  Category  1 AMA  applied  for. 

Contact:  AIM  Information  Center  for  North  America,  1036 
Wildwood,  East  Lansing,  Michigan,  48823 


Wyoming  Postgraduate  Allergy  Course,  Inc. 

WYOMING  POSTGRADUATE  COURSE  IN  ALLERGY  AND 

IMMUNOLOGY 

Teton  Village,  Wyoming 

June  25-30,  1978 

Credit:  Approved  36  hours  AAFP  and  AMA  CME 
Contact:  Russell  I.  Williams,  MD,  414  East  23rd  Street, 
Cheyenne,  Wyoming  82001 . 


The  University  of  Arizona 

MEDICAL  HORIZONS,  ADVANCES  IN  THERAPEUTICS 
Little  America  Hotel,  Flagstaff,  Arizona 

June  30- July  .,  1978 

Contact:  Margo  L.  Walter,  Coordinator,  Office  of  Continuing 
Medical  Education,  University  of  Arizona  College  of  Medicine, 
Tucson,  Arizona  85724 


American  Academy  of  Family  Physicians 

21  ST  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR 
Inn  of  the  Mountain  Gods,  Mescalero,  New  Mexico 

July  17-20,  1978 

Credit:  AAFP  Prescribed  Credit  and  Category  4,  New  Mexico 
Board  of  Medical  Examiners. 

Contact:  Bob  Reid,  P.O.  Box  456,  Sunland  Park,  New 
Mexico  88063. 


THE  MENNINCER  FOUNDATION 

Continuing 

Education 

Workshops 

Physicians  and  Their  Families:  An  Experience 
in  Communication— June  18-23,  1978  and  Au- 
gust 13-18,  1978.  Unless  physicians  can  recog- 
nize symptoms  of  family  problems  and  learn 
ways  of  managing  these  issues  effectively,  less 
energy  is  available  for  the  necessities  of  an 
active  medical  practice.  This  workshop  will  be 
at  the  YMCA  of  the  Rockies,  Estes  Park,  Colo- 
rado. You  are  encouraged  to  bring  your  spouse 
and  children.  The  June  workshop  will  be 
directed  by  Roy  W.  Menninger,  president  of 
The  Menninger  Foundation;  the  August  work- 
shop will  be  directed  by  Erwin  T.  Janssen,  M.D., 
interim  director  of  the  Children’s  Division  and 
director  of  continuing  education,  The  Mennin- 
ger Foundation. 

CME  credit  available. 

For  further  information  please  contact  June 
Flousholder,  Division  of  Continuing  Educa- 
tion, The  Menninger  Foundation,  P.O.  Box 
829,  Topeka,  Kansas  66601.  913/234-9566. 
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PICK  UP  THIS  CHIP. 


IT  WILL  TELL  YOU 
WHERE  YOUR  MONEY  IS. 


You’re  in  a complicated  business, 
getting  more  complicated  every  day. 
We  have  a way  to  simplify  it  all . . . 


The  EE5  IB  — the  computer  built 
for  doctors. 


A simple  tool,  the  EE5  IB  is  de- 
signed to  streamline  the  business  end 
of  your  practice ...  to  create  a smooth, 
efficient  office  routine ...  to  contribute 
to  a calm,  professional  atmosphere, 
and,  to  let  you  deal  with  patient  busi- 
ness with  maximum  effectiveness 
and  minimum  error  so  your  practice 
becomes  more  profitable. 


And,  the  EES  IB  is  simple  to  oper- 
ate. It  slips  neatly  into  your  office  and 
is  easily  mastered  by  your  staff  with 
little  training.  Leaving  them  more 
time  to  help  you  provide  your  pa- 
tients with  the  finest  in  medical  care. 

The  BE5  IB  offers  uncompromising 
quality,  accuracy  and  reliability  com- 
bined, of  course,  with  our  ongoing 
support  and  service. 

Your  own  computer  — at  one  third 
the  cost  of  comparable  systems.  De- 
signed without  the  hassles  of  com- 
plex, multi-purpose  business  com- 
puters. But,  with  all  the  capabilities 
you  need  to  make  the  task  of  operat- 
ing a medical  practice  simpler,  more 
efficient,  economical  and  human. 


The  Computer  Built  for 
Doctors  . . . 

The  BEE  IB  is  a simple  tool  that 
helps  you  control  all  aspects  of  your 
patient  business.  On  the  spot. 

In  the  time  a heart  beats,  the 
BEE  1B  begins  to  track  down  your 
overdue  accounts.  Who  owes  and 
how  much.  What  their  insurance 
pays  and  what  it  doesn’t.  Their  pay- 
ment record  and  much  more. 


. . . And  for  Their  Staff. 


The  BEE  IB  slashes  red  tape  and 
paperwork.  When  a patient  calls,  you 
have  his  complete  account  informa- 
tion at  your  fingertips.  Gone  are 
bulky  files  and  hassles  with  endless 
insurance  forms.  The  BEE  IB  is  a 
memory  aid  and  a high-speed  cal- 
culator. It’s  also  a flexible,  efficient 
organizer  that  lets  you  set  up  a com- 
fortable office  routine. 


The  BEE  IB  has  plenty  of  other 
features  that  make  your  financial  life 
simpler.  It  fills  out  insurance  forms 
completely,  accurately,  automatically. 

It  gives  you  lucid,  easy-to-read  man- 
agement analyses  whenever  you 
need  them  for  a clear  overview  of 
your  business  operation. 

Moment  by  moment,  month  by 
month,  the  information  you  need  is 
there  when  you  need  it.  Without  wait- 
ing to  receive  a questionable  heap  of 
paper  at  the  end  of  the  month.  And, 
without  putting  your  business  in 
someone  else’s  hands.  The  BEE  IB 
takes  care  of  business,  whenever 
you  have  business  to  take  care  of. 


You  become  more  important  be- 
cause the  BEE  IB  depends  on  your 
skill  to  make  it  work.  And,  you  don’t 
have  to  be  a computer  expert.  You’ll 
be  surprised  at  how  easy  it  is  to 
operate. 

The  BEE  IB  lets  you  work  quickly 

and  concisely,  eliminating  errors  that  i 

cause  backlogs.  For  example,  if  you  i 

punch  in  the  wrong  information,  it  will  | 

let  you  know  and  ask  you  to  correct 
it.  It  saves  you  time  so  you  can  better 

support  the  doctor  and  his  patients,  j 

in  a relaxed,  reassuring  atmosphere. 

The  BEE  IB  helps  you  help  your  ' 

doctor.  I 


A tiny  chip  is  the  heart  ofl^ 
BEE  IB.  It  gives  you  exactly 
you  need  for  on  the  spot  co| 
and  efficiency.  And  eliminateti 
complex  extras  you  don't  nee(| 

This  simplicity  saves  you  ml 
. . . The  BEE  to  is  one  thircl 
price  of  comparable  systems,  f 


FOR  MORE  INFORMATION  CALL  OR  WRITE  GILBERT  FIGUEROA,  VICE  PRESIDENT 


DIAMOND  MICROSYSTEMS,  IN 
Diamond  Hill,  Denver,  Colorado  80211  | 
(303)  458-8497  fi 


Montana-Wyoming  Chapter  of  the  American  College  of 
Surgeons 

ANNUAL  MEETING 

Teton  Village,  Jackson,  Wyoming 

August  10-12,  1978 

Credit:  AMA  Class  1 

Contact:  Richard  Sabo,  MD,  300  North  Wilson  Street, 
Bozeman,  Montana  59715 


Beth  Israel  Hospital  & Geriatric  Center 

ASPEN  MUSHROOM  CONFERENCE 
Wildwood  Inn,  Snowmass-at-Aspen,  Colorado 

August  13-18,  1978 

Credit:  AMA  Category  1 

Contact:  Emanuel  Saizman,  MD,  Beth  Israel  Hospital,  1601 
Lowell  Boulevard,  Denver,  Colorado,  80204 


New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society 
Library. 


Physicians  will  be  interested  in  an  annotated  bibliography  on  the 
psychologic  and  psychosocial  aspects  of  medical  practice  which  was 
published  in  the  March,  1978  issue  of  the  Annals  of  Internal 
Medicine.  It  is  available  in  the  Library. 

Recent  Acquisitions 

Anatomy  for  Anaesthetists:  Harold  Ellis.  3rd  ed.  Philadelphia,  Blackwell 
Scientific  Publications,  1977.  397  p.  $31.00. 

Diagnosis  of  Diseases  of  the  Chest:  R.E.  Fraser  and  J.A.  Pare.  2nd  ed. 
Philadelphia,  Saunders,  1977.  2 v. 

GeriatriG  Ortiiopaedks:  Michael  Devas,  ed.  New  York,  Academic  Press, 

1977.  $16.95. 

Gonorrhea:  R.S.  Morton.  Philadelphia,  Saunders,  1977.  292  p.  (Major 
problems  in  dermatology,  v.  9)  $25. (X). 

Gynecologic  and  Obstetric  Urology:  Herbert  J.  Buchsbaum  and  Joseph  D. 
Schmidt.  Philadelphia,  Saunders,  1978.  461  p.  $35. (X). 

The  Heart,  Arteries  and  Veins:  John  W.  Hurst,  ed.  New  York,  McGraw- 
Hill,  1978.  $50.00. 

Manual  of  Coronary  Care:  Joseph  S.  Alpert  and  Gary  S.  Francis.  Boston, 
Little,  Brown,  1977.  142  p.  $8.95. 

Neurology  of  Pregnancy:  James  O.  Donaldson.  Philadelphia,  Saunders, 

1978.  271  p.  (Major  problems  in  neurology,  vo.  7)  $19.50. 

Occupational  Diseases:  A Syllabus  of  Signs  and  Symptoms:  E.R.  Plunkett. 
Stamford,  Conn.,  Barrett,  1977.  352  p.  $22.95. 

Recent  Advances  in  Dermatology:  Arthur  J.  Rook,  ed.  New  York,  Churchill 
Livingstone,  1977.  395  p.  $27.50. 

Surgery  of  the  Alimentary  Tract:  Richard  T.  Shackelford.  2nd  ed.  Philadel- 
phia, Saunders,  1978.  1034  p.  $57.50, 

Surgery  of  the  Pancreas;  A.M.  Cooperman  and  Stanley  O.  Haerr.  St.  Louis, 
Mosby,  1978.  257  p.  $42.50. 


Colorado  Medical  Soclety-Colorado  Air  Evacuation  Com- 
mittee and  other  groups 

3RD  NATIONAL  MILITARY  ASSISTANCE  TO  SAFETY  AND 
TRAFFIC  CONFERENCE 
Stouffer’s  Inn,  Denver,  Colorado 

August  16-18,  1978 

Contact:  Robert  Collier,  4045  Wadsworth  Boulevard,  Wheat 
Ridge,  Colorado  80033 


NEW 

\ 

PRODUCTS 

New  Products 

Blood  Clot  Dissolving  Drug 

Abbokinase,  a brand  of  urokinase,  developed  over  a 20 
year  period  by  Abbott  Laboratories,  is  being  distributed 
through  a depot-system  of  45  hospitals  for  treatment  of 
acute  cases  of  pulmonary  embolism. 

Hormonal  Detection  Kit 

A diagnostic  test  kit  for  detection  of  the  hormone  Es- 
tradiol 17B  has  been  developed  and  is  being  marketed  by 
Nuclear  Medical  Systems,  Inc.  The  kit  will  detect  minute 
changes  in  the  level  of  Estradiol  17B  in  the  blood  through  an 
iodinated  tracer.  Determination  of  Estradiol  17B  leads  to 
evaluation  of  menstrual  and  ovarion  dysfunction  and  other 
problems. 

Du  Pont  Centrifuge  Shown 

Du  Pont  is  marketing  a "Sorvall”  RC-5B  superspeed  re- 
frigerated centrifuge  which  has  ultraspeed  elements  with 
an  automatic  rate  control  system  which  assures  smooth, 
controlled  acceleration  and  soft  stops. 

Compact  Computer  for  Medical  Offices 

Diamond  Microsystems,  Inc.  of  Denver  has  developed  the 
GES  18,  compact  computer  system  with  a complete  in-house 
system  which  renders  manual  or  partially  automated  sys- 
tems counterproductive  if  not  obsolete.  On-the-spot  process- 
ing of  patient  account  information,  insurance  forms,  state- 
ments and  other  information  can  be  determined  at  com- 
mand. 

Solid  Phase  RIA  For  Direct  TBG  Measurements 

Coming  Medical  has  introduced  a solid-phase  radioim- 
munoassay system  for  quantative,  interference-free  mea- 
surements of  serum  thyroxine-binding  globulin  (TBG).  The 
system  prepares  materials  ready  for  counting  in  under  25 
minutes. 
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leosporin 
Ointment 

(Polymyxin  B-Badtradn-Neomycin 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


This  potent  broad-spechum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathoger 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  C 

Research  Triangle  Pari 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-badtradn-neomydn). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  In  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin, care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommend^. 

VWien  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chrqnic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparatior 
prolonged  use  may  result  in  overpowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measu 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  I 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  I 
have  been  reported  (see  Warning  section).  f 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 


This  Age  of  Regulators 


Dramatis  Personae 

Producers:  Those  who  produce  more  than 
they  consume  of  goods  or  services. 

Consumers:  Those  who  consume  more 
than  they  produce  (e.g.,  small  children,  the 
disabled,  inactive  retirees,  full-time  gour- 
mands). 

Regulators:  A sub-culture  of  Consumers; 
those  who  control,  supervise,  condemn  Pro- 
ducers and  fellow  Consumers  (e.g.,  Ralph 
Naders,  Monday  morning  critics,  plaintiffs 
attorneys,  and  hospital  utilization  and  audit 
committees). 


Alferd  Packer,  the  Utah  to  Colorado 
prospector/cannibal,  was  a piker  compared  to 
our  present-day  cannibals  of  productivity  and 
j free  enterprise.  The  proliferation  of  Regulators 
I in  our  society  is  approaching  a critical  mass 
endangering  a shrinking  species:  our  produc- 
I tive  segment. 

Compassion  for  its  helpless  and  involuntarily 
handicapped  is  a valid  measure  of  a given  civili- 
zation’s maturity — as  contrasted  to  the  bar- 
I barism  of  unbridled  materialism.  But  history 
I abounds  with  the  bones  of  cultures  whose  vital- 
ity was  sapped  as  paternalism  and  indulgence  of 
! dependency  displaced  productivity  via  the  pur- 
^ suit  of  humanism  and  the  popular  vote.  Incen- 
tive for  productivity  languishes  as  mandates  for 
I "equality”  displace  reward  for  meritorious  per- 
formance when  benefits  are  distributed.  We  are 
i indebted  to  Editor  Bill  Hornby  of  The  Denver 
S Post  for  a quote  from  Will  and  Ariel  Durant: 

t * 

Durant,  Will  and  Ariel:  The  Lessons  of  History,  Simon  & Schuster,  New  York  1968 
: Preface. 

■! 


Nature  smiles  at  the  union  of  freedom  and 
equality  in  our  utopias.  For  freedom  and 
equality  are  sworn  and  everlasting  enemies, 
and  when  one  prevails  the  other  dies.  Leave 
men  free,  and  their  natural  inequalities  will 
multiply  almost  geometrically  ....  To  check 
the  growth  of  inequality,  liberty  must  be  sac- 
rificed, as  in  Russia  after  1917.  Utopias  of 
equality  are  biologically  doomed,  and  the 
best  that  the  amiable  philosopher  can  hope 
for  is  an  approximate  equality  of  legal  justice 
and  educational  opportunity.* 

The  health  care  industry  is  becoming  an  ob- 
ject lesson  in  the  pitfalls  of  proliferating  layers 
of  regulators,  as  we  frenetically  attempt  to  con- 
trol costs  by  regimentation  and  constraints  not 
correlated  with  productive  services.  Cost- 
effectiveness  is  mandated  for  private  hospitals 
and  physicians  while  governmental  institu- 
tions march  to  a softer  drummer.  Federal 
payors  demand  discounted  and  subsidized  ser- 
vices while  forbidding  any  such  "fair  trade”  dis- 
crimination for  non-governmental  consumers. 
Cost-containment  efforts  through  such  devices 
as  usual  and  customary”  standards  without 
incentives  for  productivity  and  quality- 
assurance  imperil  health  care  in  the  name  of 
"equality”  of  mass  accessibility  and  financing. 

We  predict  that  when  Regulators  out-man 
Producers  in  the  health  care  system  by  a factor 
of  2 to  1,  the  treating  physician  will  indeed  be  an 
endangered  or  terminal  species. 

Since  the  Dawson  report  of  the  1920s,  re- 
gionalization of  health  services  has  appeared 
like  a repeating  decimal  in  the  literature  aimed 
at  a better  health  care  delivery  system.  The 
purpose  of  a regional  perinatal  care  system  is  to 

put  aside  the  per- 
sonalities and  private 
purposes  of  the  institu- 
tions in  a region  and  to 
realign  their  potentials 
in  order  to  improve  the  outcome  of  pregnancy. 


The  Role  of  Phy- 
sician Leadership 
in  the  Regional- 
ization Movement 
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Physician  leadership  has  played  a key  role  in 
implementing  the  regionalization  concept  in 
neonatal-perinatal  care.  The  movement  was 
seeded  by  the  Canadian  obstetric  and  pediatric 
leadership,  and  germinated  in  the  1971  Ameri- 
can Medical  Association  (AMA)  "Statement  on 
Centralized  Community  or  Regionalized 
Perinatal  Intensive  Care”.  A major  milestone 
was  passed  in  April  76  when  the  expert  Com- 
mittee on  Perinatal  Health,  representing  the 
American  Academy  of  Pediatrics  (AAP),  the 
American  Academy  of  Family  Physicians 
(AAFP),  the  American  College  of  Obstetricians 
and  Gynecolonists  (ACOG),  and  the  American 
Medical  Association — after  four  years  of  writ- 
ing, revising,  and  leaking  the  concept  of  re- 
gionalization— published  Toward  Improving 
the  Outcome  of  Pregnancy. 

Considerable  progress  has  been  made  in  the 
development  of  a regional  perinatal  care  system 
in  Colorado.  At  least  ten  components  of  such  a 
system  have  emerged  since  1947:  screening  of 
mothers  and  newborns,  communications  sys- 
tems, both  surface  and  air  transport,  perinatal 
intensive  care,  early  intervention,  evaluation 
and  followup,  outreach  education,  staff  train- 
ing, research,  and  health  systems  planning  and 
development. 

Since  1970  newborn  mortality  in  Colorado 
has  fallen  42  per  cent.  The  statewide  perinatal 
system  has  contributed  to  an  equalization  of 
newborn  mortality  across  all  areas:  in  every 
aggregate  of  counties — whether  with  no 
perinatal  care  facilities,  with  Level  I hospitals, 
with  Level  II  hospitals,  or  the  one  county  with 
Level  III  perinatal  facilities — the  newborn  mor- 
tality in  1976  was  8.7  to  8.8  per  1000  live  births. 

The  role  of  the  physician  in  developing  the 
Colorado  perinatal  care  system  was  and  re- 
mains high  profile: 

1.  The  AMA  policy  statement  of  1971,  the 
establishment  of  a Committee  on  Perinatal 
Health  in  1972,  the  endorsement  of  the  AMA 
policy  by  major  physician  provider  organiza- 
tions (AAP,  AAFP,  ACOG),  and  the  regional 
and  state  meetings  of  those  organizations  to 
disseminate  the  policy  and  to  stimulate  local 
action  represent  a resurgence  of  leadership  by 
basically  conservative  and  cautious  physicians. 

2.  The  Colorado  Perinatal  Care  Council 
(CPCC)  grew  out  of  a state  plan  for  perinatal 
care.  In  the  transition  period  between  PL  89- 
749  (Partnership  for  Health)  and  PL  93-641  (The 
National  Health  Planning  and  Resources  De- 


velopment Act  of  1974)  the  CPCC,  made  up  of  a 
heterogeneous  mix  of  consumers  and  profes- 
sionals, has  generated  data  and  standards  and 
has  identified  areas  of  concern.  It  has  also  pro- 
vided public  and  professional  information  ses- 
sions to  extend  awareness  of  the  regional 
perinatal  care  system  throughout  the  state. 

What  has  contributed  to  the  favorable  cli- 
mate for  perinatal  regionalization  in  Colorado? 

1.  The  leadership  of  the  Committee  on 
Perinatal  Health  invited  a voluntary  agency, 
the  National  Foundation/March  of  Dimes 
(NF/MOD),  to  serve  as  secretariat  for  their  ac- 
tivities— a public  information  strategy  which 
paid  off.  Armed  with  the  1971  AMA  policy 
statement  and  the  1976  NF/MOD  publication 
almost  any  professional  can  take  on  his  or  her 
component  medical  or  specialty  society  on  the 
issue  of  health  planning  for  mothers  and  new- 
borns. 

2.  Malpractice  considerations  have  created 
greater  interest  among  some  physicians  and 
administrators.  Knowing  that  the  handwriting 
is  no  longer  on  the  wall — but  on  the  sub- 
poena— is  a form  of  future  shock  in  the  hospital 
corridor. 

3.  Regionalization  offers  cost-effectiveness 
which  enhances  its  appeal.  Inter-institutional 
American  Lung  Association  of  Colorado  and 
NF/MOD  training  programs  for  nurses  and 
physicians,  shared  expensive  services  such  as 
the  Newborn  Emergency  Service,  and  the  avoi- 
dance of  duplicative  services  are  examples  of 
cost  containers. 

4.  There  is  currently  a shortage  of  perinatal 
health  manpower.  A recent  conference  recom- 
mended that  1,600  neonatologists  are  needed  in 
this  country;  at  present  500  are  board-certified. 

Regionalization  effects  savings  by  maximiz- 
ing local  hospital  capabilities,  by  centralizing 
expensive  staff  and  systems,  by  the  life-long 
gain  in  taxable  income  earned  by  higher-qual- 
ity survivors  and  by  the  conceivable  decrease  in 
the  cost  of  special  education.  The  fiscal  conser- 
vatives should  adopt  regional  perinatal  care! 

Further  refinement  of  the  perinatal  system  is 
necessary.  What’s  missing  are  the  financial 
wheels.  The  risk  of  a private  hospital  in  an  en- 
counter with  a deserving  but  indigent  patient  is 
enough  to  derail  the  institution.  Until  the  medi- 
cal indigent  dollar  follows  the  medical  indigent 
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patient  all  of  the  momentum  that  is  building  up 
will  have  been  wasted. 

L.  Joseph  Butterfield,  MD 
Chairman,  Department  of  Perinatology 
The  Children’s  Hospital,  Denver 
Clinical  Professor  of  Pediatrics 
University  of  Colorado  Medical  Center 
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Welcome  To  Our 
New  Scientific 
Editor 


e are  pleased  and  proud  to  greet  a new 
scientific  editor  to  the  staff  of  The  Rocky  Moun- 
tain Medical  Journal.  Dr.  Clyde  Stanfield,  a 
long  time  friend  and  supporter  of  our  journal, 
responded  to  a request  for  help  when  Dr.  Carl 

McLauthlin  was  sud- 
denly unable  to  carry 
on.  His  appointment 
has  been  confirmed  by 
the  officers  and  trustees 
of  the  Colorado  Medical  Society,  the  Journal’s 
owner.  It  is  our  good  fortune  that  a colleague  so 
singularly  well  qualified  to  shoulder  the  impor- 
tant responsibilities  was  available,  able,  and 
willing.  Well  known  and  highly  respected  in  our 
medical  community,  he  needs  no  introduction. 
However,  an  abridged  curriculum  vitae  is 
appropriate. 

Dr.  Stanfield  was  born  in  Cheyenne  about  a 
decade  before  Wyoming  became  the  first  of  sev- 
eral other  western  states  to  share  the  Rocky 
Mountain  Medical  Journal  and,  as  we  shall  see, 
he  has  been  hyperactive  ever  since.  Ours  is  a 
small  journal,  and  space  limitations  preclude 
listing  Clyde’s  statistics,  unless  we  could  afford 
to  publish  a special  issue  for  that  purpose  alone. 
Obviously,  in  contemporary  parlance,  no  way! 
Thus,  we’ll  have  to  settle  for  an  abstract.  On 
further  thought,  what  could  be  more  fitting  for  a 
psychiatrist,  transcendentally  speaking! 

Educated  in  the  arts  with  honors  at  the  Uni- 
versity of  Wyoming  and  in  medicine  at  the  Uni- 
versity of  Nebraska;  internship,  the  Henry  Ford 
Hospital  in  Detroit;  specialty  training  in  the 
Army  School  of  Neuropsychiatry  and  Univer- 
sity of  Colorado  Medical  Center;  diplomate  of 
The  American  Board  of  Psychiatry  and  Neurol- 
ogy; fellow,  American  Psychiatric  Association 
and  of  The  American  College  of  Psychiatrists. 
From  here  on,  our  computer  broke  down  and 
began  to  make  human  errors  when  listing  the 
local  and  regional  societies,  national  offices, 
hospitals,  and  civic  organizations.  It  looks  like 


about  33  years  spent  on  some  29  committees  for 
the  Colorado  Medical  Society  and  something 
like  39  years  spent  on  19  committees  and  in 
positions  of  responsibility  for  the  Denver  Medi- 
cal Society.  Delegate  from  Denver  to  the  Col- 
orado Medical  Society  for  10  years,  and  a Trus- 
tee for  the  Denver  Medical  Society  for  6 years. 

When  one  knows  Dr.  Stanfield  well,  it  is  clear 
how  he  has  become  a perennial  committeeman 
and  so  often  ends  up  as  chairman;  He’s  ever 
alert  with  ready  wit  and  perspective,  thereby 
inspiring  others  to  stay  awake;  he  speaks 
clearly  and  concisely  and  then  gives  the  others  a 
chance — and  soon  the  job  is  done.  This  trait 
shows  in  his  dozen  or  so  publications — ^and  just 
watch  it  pay  off  in  these  editorial  columns! 

Before  concluding  this  thumbnail  sketch,  let 
us  squeeze  in  a memorable  chapter — prophetic, 
if  not  involved — in  his  growing  memorabilia: 
Clyde’s  "sentence”  as  president  of  the  Denver 
Medical  Society  was  1966.  On  the  President’s 
Page  of  the  Denver  Medical  Bulletin,  Vol.  57, 
Number  1,  page  5,  appeared: 


An  epilogue  to  our  1966  administration  is  elu- 
sive indeed.  Its  socio-economic  dilemmas  re- 
main unresolved  and  are  still  in  process  amid 
sociologic  revolution  and  the  changing  face  of 
medical  practice.  This  Society’s  spectacular 
rapprochement  with  academia  had  been  coun- 
terbalanced by  tragic  estrangement  instead  of 
its  traditional  rapport  with  municipal  health 
services,  as  the  latter  have  autogenously  em- 
braced aggressive  grantsmanship  and  re- 
volutionary extension  of  governmental  care. 
Internally,  provincial  segmentation  threatens 
integrity  of  the  organized  profession  more 
than  the  wounds  of  a tri-level  dues  increase — 
unless  all  facets  of  medicine  (of  whatever  mode 
of  practice,  whether  public/private/ 
academic/or  corporate)  become  more  meaning- 
fully involved  and  informed  as  one  team. 

President  Joseph  Friedland  assumes  a burden 
of  unfinished  tasks  from  this  unprecedented 
year.  He  enters  Year  11  of  Medicare,  Year  1 of 
Title  XIX — not  to  mention  other  unpredictable 
blessings  to  come.  To  him  I bequeath  the  col- 
lective wisdom,  toil,  and  warmly  tolerant  sup- 
port so  richly  accorded  me  by  our  membership 
and  staff.  From  some  Shangri-La,  virginally 
pure  of  socio-economic  strife,  I shall  survey  his 
travail  with  compassion  and  gratitude. 


Clyde  Stanfield,  MD 
Neo-Past-President 

P.S.  I forgot:  One  task  was  completed  this  year.  We 
moved  the  soap  dispenser  of  the  Men’s  Room  to  a more 
logical  site  above  the  lavatories. 
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In  the  upper  left  hand  corner  of  this  page  5 is 
his  photograph,  "before”:  young,  naive,  unsus- 
pecting. In  the  lower  right  hand  corner  is 
"after”:  aged  by  at  least  a decade,  showing  a 
pitifully  harried  look.  Now,  in  1978,  he  is  fully 
convalescent  and  avers  that  he  will  exceed  my 
tenure  of  forty-one  years  as  scientific  editor. 
That  I gotta  see,  and  hope  to  be  around  to  con- 


gratulate him.  He  won’t  be  too  many  years  past 
100,  and  the  "after  picture”  has  already  been 
published  in  the  Bulletin  of  January,  1967,  the 
aging  process  already  having  long  since  done  its 
worst. 

Douglas  W.  Macomber,  MD 
Scientific  Editor  Emeritus 


Our  Cover 

The  high  country  season  is  upon  us.  As  snows  recede  to  accommodate  a verdant,  blooming  tundra,  the  alpine 
vistas  stretch  in  contrast,  showing  in  one  look  all  four  seasons  of  the  year. 

On  the  trail,  the  stretch  of  muscle  under  a warming  sun,  steaming  beans  and  hot  coffee  around  a campfire, 
watching  the  starry  skies  when  the  fire  has  died,  then  bedding  down — no  wonder  summer  gets  so  many  of  us  into 
the  high  remote  country. 

Wilderness  travel  today  is  not  just  hiking,  but  can  mean  rafting  the  whitewater  of  wild  rivers,  with  stops  at 
warm  sandy  river  beaches  in  the  evening.  Or  one  can  ride  horseback  through  deep,  lush  forests,  across  meadows 
carpeted  with  thousands  of  wild  flowers,  by  cool  clear  streams  where  trout  abound. 

Only  in  wilderness  are  you  apt  to  sight  an  eagle  as  it  glides  on  the  thermals,  or  catch  a glimpse  of  an  elusive 
cougar,  or  see  the  rare  bighorn  sheep.  In  solitude  as  you  watch  a brilliant  sunset  quietly  fade  against  the  rim  of  a 
sandstone  canyon  or  moonrise  over  snow-capped  peaks  in  the  alpine  glow  there  are  memories  to  be  cherished. 

This  photo  of  Hallett  Peak  near  Bear  Lake  in  Rocky  Mountain  Park  was  taken  by  Don  Miller,  whom  we  would 
like  to  credit  for  the  picture. 
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Metolazone  for  effective  treatment 

of  hypertension 


Louis  L.  Retallack,  MD,  Denver,  Colorado 


A retrospective  study  showed  that  metolazone 
(Zaroxolyn®),  a relatively  new  antihypertensive  I 
diuretic  agent,  was  highly  effective  and  well  tolerated 
in  the  treatment  of  19  predominantly  elderly  office 
patients  with  mild  or  moderate  essential  hyperten- 
sion, among  whom  there  were  approximately  equal 
distributions  of  previously  treated  and  untreated  pa- 
tients. Mean  blood  pressure  declined  from  181196  to 
142184  mm  Hg  during  treatment  periods  averaging 
9. 7 months.  Eighteen  of  the  19  patients  had  achieved 
normotensive  diastolic  pressure  at  the  time  of  this 
review.  The  drug  was  well  tolerated:  side  effects  oc- 
curred in  only  four  patients  and  did  not  require  dis- 
continuation or  interruption  of  treatment.  Coexisting 
edema  also  responded  in  several  patients. 


Metolazone,*  a substituted  quinazoline  sul- 
fonamide generally  available  since  1974,  is  a 
potent  antihypertensive  diuretic  agent  for  the 
treatment  of  mild  to  moderate  essential  hyper- 
tension. It  is  characterized  by  prolonged,  24- 
hour  natriuretic  activity  after  administration  of 
relatively  small  doses,  usually  2.5  or  5 mg  once 
daily. ^ In  early  controlled  clinical  comparisons, 
metolazone  was  shown  to  be  comparable  in  an- 
tihypertensive activity  and  side  effects  poten- 
tial to  hydrochlorothiazide^  and  chlor- 
thalidone.^ More  recently,  a crossover  study  of 
Sambhi  et  al"*  demonstrated  a significantly 
superior  antihypertensive  response  to 
metolazone  5 mg  given  once  daily,  compared 
with  hydrochlorothiazide  50  mg  given  twice 
daily. 

A number  of  investigators  have  reported  on 
the  safety  and  efficacy  of  metolazone  for 
longterm  control  of  essential  hypertension.^'® 
The  drug  has  been  used  effectively  together 

^Zaroxolyn  “ 


with  non-diuretic  antihypertensives  such  as  re- 
serpine,  methyldopa,  and  hydralazine.^’^  ® Side 
effects  during  long  treatment  periods  with 
metolazone  have  been  reported  to  be  relatively 
mild  and  infrequent.  ® 

The  possibility  of  a potent  antihypertensive 
agent  that  was  also  well  tolerated  prompted  our 
early  interest  in  metolazone.  This  paper  de- 
scribes a retrospective  analysis  of  our  initial 
experience  with  the  new  drug. 

Materials  and  Methods 

Patient  records  were  reviewed,  and  identified 
19  patients  with  mild  to  moderate  essential 
hypertension  who  had  been  treated  with 
metolazone  for  at  least  one  month  up  to  the  time 
of  this  review.  Age  of  the  nine  males  and  ten 
females  ranged  from  49  to  86  years  (mean  69.5 
years).  The  duration  of  metolazone  therapy  av- 
eraged 9.7  months,  but  five  patients  have  now 
been  treated  longer  than  20  months.  The  most 
common  associated  medical  problems  in  this 
group  were  arthritis,  obesity,  and  various  gas- 
trointestinal disorders.  Five  patients  had  pedal 
or  ankle  edema  and  two  others  had  diabetes. 

Ten  patients  had  received  no  prior  antihyper- 
tensive therapy;  mean  blood  pressure  in  these 
patients  was  182/101  mm  Hg  before  treatment 
with  metolazone  (Table  1). 

The  remaining  nine  patients  had  been  previ- 
ously treated  with  other  antihypertensive 
agents,  singly  and  in  various  combinations, 
with  only  fair  results;  this  group’s  mean  blood 
pressure  before  being  switched  to  metolazone 
was  180/90  mm  Hg  (Table  1).  Three  of  the  nine 
had  diastolic  pressure  greater  than  90  mm  Hg, 
and  two  of  those  under  control  were  having 
problems  with  side  effects  related  to  their  cur- 
rent treatment  programs.  The  other  four  pa- 
tients were  switched  to  metolazone  in  the  in- 
terest of  simplifying  medication  schedules. 
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Chlorthalidone  and  combinations  of  hyd- 
rochlorothiazide with  spironolactone  or  reser- 
pine  and  hydralazine  were  the  antihyperten- 
sive agents  that  had  been  used  most  frequently 
in  these  patients. 

In  all  but  one  case,  metolazone  was  pre- 
scribed initially  in  a dosage  of  5 mg  once  daily. 
However,  dosage  was  carefully  titrated  during 
therapy  to  maximize  effectiveness  and  patient 
acceptance.  No  other  hypertensives  were  given 
during  the  period  under  review,  except  that  two 
patients  occasionally  received  furosemide  for 
treatment  of  edema  concomitantly  during  the 
period  of  metolazone  administration. 

Results 

The  response  of  these  patients  to  metolazone 
was  impressive.  Mean  blood  pressure  of  the 
total  group  declined  from  181/96  mm  Hg  at  the 
time  therapy  was  started  to  142/84  mm  Hg  at 
the  most  recent  observation,  a decrease  of  39/12 
mm  Hg.  Systolic  pressure  after  metolazone 
therapy  was  less  than  170  mm  Hg  in  all  pa- 
tients, and  less  than  150  mm  Hg  in  13  (Table  2). 
At  most  recent  visit,  18  of  the  19  patients  had 
diastolic  pressure  less  than  or  equal  to  90  mm 
Hg  (Table  3). 

Especially  large  blood  pressure  reductions 
were  achieved  in  the  ten  patients  who  had  no 
previous  treatment  for  hypertension;  mean 
blood  pressure  in  this  group  declined  from  182/ 
101  mm  Hg  to  139/84  mm  Hg.  All  patients  in 
this  group  had  finel  diastolic  pressure  less  than 
or  equal  to  90  mm  Hg.  Their  final  systolic  pres- 
sure ranged  from  120  to  156  mm  Hg. 

Control  of  blood  pressure  was  maintained  or 
improved  in  all  nine  patients  who  had  received 
prior  antihypertensive  therapy.  Mean  blood 
pressure  declined  from  180/90  mm  Hg  at  the 
start  of  metolazone  treatment  to  146/83  mm  Hg. 
at  the  most  recent  reading,  a change  of  -34/-7 
mm  Hg.  Improvement  in  a number  of  patients 
who  had  shown  little  response  to  many  other 
antihypertensives  was  particularly  encourag- 
ing. For  example,  the  blood  pressure  of  a 71- 
year-old  woman  (DL)  had  shown  no  significant 
response  to  chlorthalidone,  a combination  of 
hydrochlorothiazide  and  spironolactone,  or  both 
over  a two-year  period.  When  a daily  regimen  of 
metolazone  5 mg  was  begun,  her  blood  pressure 
was  180/100  mm  Hg;  within  two  weeks  it  fell  to 
146/90  mm  Hg.  Seven  months  later,  this  pa- 
tient’s pressure  was  well  controlled  at  144/78 


mm  Hg.  In  a similar  case,  an  83-year-old  man 
(WR)  had  a blood  pressure  reading  of  220/110 
mm  Hg  after  a one-year  trial  of 
hydrochlorothiazide-spironolactone.  Six  weeks 
after  starting  a metolazone  schedule  of  5 mg  per 
day,  his  pressure  had  decreased  by  60/10  mm 
Hg.  This  was  the  one  patient  whose  pressure 
had  not  yet  reached  a normotensive  level. 

Two  patients  who  were  having  difficulty  to- 
lerating their  current  antihypertensive  treat- 
ment were  successfully  switched  to  metolazone 
and  responded  with  continued  good  control 
without  side  effects.  One  was  CB,  a 63-year-old 
man  who  complained  of  abdominal  cramps 
while  receiving  a reserpine-hydralazine- 
thiazide  combination.  He  was  switched  to  a 
daily  regimen  of  metolazone  5 mg  when  his 
blood  pressure  was  150/82  mm  Hg;  two  weeks 
later  he  reported  feeling  much  better  and  his 
pressure  was  still  under  control  at  140/80  mm 
Hg.  Continued  normotensive  readings  over  the 
next  seven  months  allowed  a reduction  in  dos- 
age to  5 mg  every  other  day  with  good  results.  In 
the  second  case,  treatment-related  complaints 
ceased  when  a 76-year-old  woman  (SB)  was 
switched  from  chlorthalidone  to  metolazone; 
her  blood  pressure  remained  well  controlled  at 
140/80  mm  Hg. 

All  five  patients  whose  hypertension  was  ac- 
companied by  edema  responded  to  treatment 
with  metolazone,  although  in  two  cases 
furosemide  was  used  concomitantly  for  short 
periods  for  added  effect.  One  of  these  patients 
(BM),  a 75-year-old  woman,  presented  with  as- 
cites and  ankle  edema;  her  blood  pressure  read- 
ing was  190/100  mm  Hg.  It  responded  quickly  to 
a regimen  of  metolazone  5 mg  per  day,  declining 
to  168/80  mm  Hg  in  three  weeks.  However,  her 
edema  persisted  despite  subsequent  increase  in 
dosage  to  10  mg  per  day.  Furosemide  was  given 
(40  mg,  then  20  mg  per  day)  concomitantly  for 
one  month.  Her  edema  relieved,  the  patient’s 
metolazone  dosage  was  reduced  to  5 mg  every 
other  day;  her  last  blood  pressure  reading  was 
150/80  mm  Hg. 

Metolazone  dosage  at  the  most  recent  obser- 
vation, relative  to  initial  dosage,  had  been  re- 
duced in  seven  patients  and  was  unchanged  in 
the  remainder.  Two  patients  (MM,  ST)  were 
discontinued  from  treatment  with  normoten- 
sive readings.  The  blood  pressure  of  MM  has 
been  under  control  for  eight  months  without 
medication  following  a successful  course  of 
metolazone.  Three  patients  (CB,  BM,  GI)  had 
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TABLE  1 


Hypertensive  Patients  Treated  with  Metolazone* 


Pt . No. 

Age 

(yr) 

Sex 

Duration 

(mo) 

Blood 

Initial 

Pressure 

Final 

(mm  Hg) 

Change 

No  Prior  Therapy 

01 (PR) 

60 

M 

22 

200/110 

138/90 

-62/20 

04 (MM) 

49 

M 

26 

170/110 

140/84 

-30/26 

06(ST) 

62 

M 

9 

170/90 

130/80 

-40/10 

10 (MG) 

59 

F 

25 

200/90 

156/80 

-44/10 

13 (HD) 

49 

M 

3 

164/106 

140/90 

-24/16 

14  (ML) 

63 

F 

1 

210/110 

140/90 

-70/20 

16(G1) 

69 

F 

1 

160/80 

120/76 

-40/4 

18(LR) 

70 

M 

20 

160/100 

140/90 

-20/10 

19 (PM) 

72 

M 

6 

190/110 

140/80 

-50/30 

22(RC) 

86 

F 

5 

200/100 

150/80 

-50/20 

Mean 

63.9 

- 

11.8 

182/101 

139/84 

-43/17 

Previously  Treated 

02(DL) 

71 

F 

8 

180/100 

144/78 

-36/22 

05(CB) 

63 

M 

20 

150/82 

130/80 

-20/2 

07 (LC) 

76 

M 

3 

180/80 

130/80 

-50/0 

08 (BM) 

75 

F 

16 

190/100 

150/80 

-40/20 

09(BS) 

72 

F 

2 

170/90 

156/90 

-14/0 

11 (MR) 

86 

F 

1 

200/80 

160/80 

-40/0 

12 (BE) 

79 

F 

2 

176/90 

140/82 

-36/8 

15(WR) 

83 

M 

2 

220/110 

160/100 

-60/10 

20(SB) 

76 

F 

12 

150/78 

140/80 

-10/+2 

Mean 

75.6 

- 

7.3 

180/90 

146/83 

-34/7 

Total 

Group 

Mean 

69.5 

- 

9.7 

181/96 

142/84 

-39/12 

*Patients  08  and  11  also  received  furosemide  occasionally  for  edema. 


their  metolazone  dosage  reduced  to  5 mg  every 
other  day,  and  two  others  (PR,  LR)  were  reason- 
ably well  controlled  on  weekly  and  twice  weekly 
schedules. 

Side  effects,  generally  mild,  were  encoun- 
tered in  four  patients  but  in  no  case  was  therapy 
discontinued.  PR,  a 60-year-old  man  with  a his- 
tory of  cerebral  infarction  and  diabetes,  com- 


plained of  dizziness  and  nocturia  16  months 
after  the  start  of  metolazone  therapy.  DL,  a 
71 -year-old  woman  with  a history  of  nervous- 
ness, headaches,  and  dizzy  spells,  reported  these 
symptoms  as  well  as  tingling  sensations  in  her 
hands  three  months  after  metolazone  was  be- 
gun. One  patient  (ST)  experienced  nocturnal 
arm  pain,  and  another  (BS)  reported  dizziness 
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TABLE  2 


TABLE  3 


Response  of  Systolic  Blood  Pressure  to  Metolazone 
(Number  of  Patients) 

<150  150-169  170-189  189  (mm  Hg) 

Before  therapy  0568 
Final  read  I ng  1 3 6 0 0 

and  nausea.  Considering  the  fact  that  all  but 
three  of  these  patients  were  over  60  years  of  age 
and  seven  were  at  least  75,  this  absence  of  seri- 
ous or  disabling  side  effects  was  most  gratify- 
ing. 

Discussion 

Our  experience  with  metolazone  suggests 
that  this  new  antihypertensive  diuretic  has  a 
number  of  specific  advantages  in  the  treatment 
of  hypertensive  patients.  Metolazone  is  potent 
and  long-acting,  providing  effective  24-hour 
control  after  administration  of  relatively  small 
doses.  But  in  contrast  to  other  potent  antihyper- 
tensives, e.g.  reserpine-containing  agents, 
which  are  notable  for  production  of  troublesome 
side  effects,  metolazone  is  generally  very  well 
tolerated.  We  have  rarely  observed  any 
symptoms  of  hypokalemia;  and  constipation  or 
other  gastrointestinal  side  effects  occur  only  oc- 
casionally. 

The  availability  of  three  tablet  sizes,  2.5,  5, 
and  10  mg,  allows  careful  adjustment  of  dosage 
to  optimize  the  response  to  treatment  with  min- 
imal toleration  problems.  We  now  routinely 
start  all  of  our  new  hypertensive  patients  on  a 
schedule  of  metolazone  5 mg  per  day  and  gradu- 
ally reduce  the  dosage  until  the  smallest  effec- 
tive amount  is  given.  This  procedure  further 
reduces  the  already  small  side  effect  potential  of 
the  drug.  Once-daily  administration  with  good 


Response  of  Diastolic  Blood  Pressure  to  Metolazone 
(Number  of  Patients)  " 


-90  91“100  100  (mm  Hg) 

Before  therapy  9 ^ 6 

Final  reading  18  1 0 

patient  toleration  results  in  enhanced  com- 
pliance, often  the  major  obstacle  to  effective 
hypertension  therapy.  Particularly  in  elderly 
patients,  who  represented  the  majority  in  this 
study,  the  need  to  remember  to  take  only  one 
tablet  a day  is  an  important  advantage  in 
adherence  to  medication  schedules. 

We  have  had  generally  successful  results 
when  metolazone  was  given  as  sole  antihyper- 
tensive medication.  Other  investigators'^  have 
reported  on  the  drug’s  effectiveness  in  poten- 
tiating the  action  of  non-diuretic  antihyperten- 
sives, such  as  methyldopa,  reserpine,  and  hyd- 
ralazine. Response  to  metolazone  in  our  pa- 
tients appeared  to  be  very  rapid  and  was  notice- 
able at  the  first  followup  visit  after  the  drug  was 
prescribed.  Since  a significant  number  of  our 
hypertensive  patients  had  some  edema,  the 
diuretic  action  provided  by  metolazone  was 
another  desirable  characteristic.  Further,  in 
agreement  with  the  observations  of  Cangiano,® 
we  did  not  see  any  signs  of  developing  tolerance 
to  the  drug  despite  long  treatment  periods  in  a 
number  of  patients. 

The  patient  data  presently  under  review 
suggests  that  metolazone  fills  an  important 
niche  in  the  physician’s  therapeutic  options  for 
treatment  of  hypertensive  patients.  Effective 
blood  pressure  control  and  good  patient  accep- 
tability are  this  agent’s  major  advantages.* 
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Newborn  country  USA  revisited* 


John  T.  McCarthy,  MD  and  L.  Joseph  Butterfield,  MD,  Denver,  Colorado 


Neonatal  mortality  rates  in  Colorado  have  decreased 
by  as  much  as  one  third  between  1971  and  1976.  This 
decline  is  associated  with  the  regionalization  of 
perinatal  care  among  other  factors.  Further  im- 
provement  in  the  outcome  of  pregnancy  is  predicted 
for  the  coming  years. 


Introduction 

In  1974,  Birkhead^  coin'ed  the  phrase  "New- 
born Country  USA”  to  refer  to  a regionalized 
approach  to  perinatal  care  in  the  Rocky  Moun- 
tain area.  The  concept  emphasizes  the  impor- 
tance of  cooperation  among  all  participants  at 
every  level  of  the  system  in  pursuit  of  a common 
goal:  improving  the  outcome  of  pregnancy.  But- 
terfield^ described  the  center  of  the  system  as  a 
"multi-institutional  perinatal  conglomerate” 
offering  a spectrum  of  maternal  and  newborn 
services.  He  defined  the  region  as  encompassing 
an  area  approximately  500,000  square  miles 
including  10  states. 

It  is  the  purpose  of  this  communication  to 
re-visit  Newborn  Country  USA  to  review  the 
trend  in  neonatal  mortality,  to  discuss  possible 
factors  responsible  for  these  trends,  and  to 
suggest  implications  for  future  perinatal  care. 

Trend  in  Colorado  Neonatal  Mortality 

Colorado  resident  live  birth  and  neonatal 
death  data  by  county  of  residence  were  obtained 

From  the  Department  of  Perinatology,  The  Children’s  Hospital,  Denver,  Colorado. 
Supported  in  part  by  grants  from  the  American  Lung  Association  of  Colorado  and  by  the 
National  Foundalion/March  of  Dimes  Medical  Service  Grant  C-154. 


from  the  Vital  Statistics  Section  of  the  Colorado 
Department  of  Health  for  1971  through  1976. 
The  data  were  grouped  in  three  year  aggregates 
(1971  through  1973  and  1974  through  1976)  and 
compared,  to  determine  per  cent  change  in 
neonatal  mortality  rate  (NMR).  For  each  three 
year  cohort,  the  NMR  was  calculated  for 
selected  Colorado  regions  as  depicted  in  Figs.  1 
through  5. 

From  1971  through  1976,  84.7  per  cent  of  all 
Colorado  live  births  were  residents  of  urban 
counties;  whereas,  2.7  per  cent  were  residents  of 
counties  without  maternal/newborn  hospital 
services  (see  Table  1).  Although  there  was  no 
substantial  increase  in  resident  live  births  dur- 
ing this  period,  the  NMR  declined  by  35.1  per 
cent  between  1971  and  1976.  Nationally,  Col- 
orado had  the  seventh  lowest  NMR  in  1976. 
Table  1 summarizes  the  per  cent  decrease  in 
NMR  when  comparing  the  three  year  aggre- 
gates. The  NMR  in  counties  without  maternal/ 
newborn  hospital  services  declined  by  35.6  per 
cent;  whereas,  the  NMR  in  counties  with  level 
III  perinatal  services  declined  by  12.4  per  cent. 
Figure  6 demonstrates  the  inverse  relationship 
between  the  availability  of  matemal/newborn 
hospital  services  and  the  per  cent  decrease  in 
NMR.  Regardless  of  the  method  of  analysis,  the 
data  shows  that  all  regions  as  defined  have 
made  significant  progress  in  reducing  their 
NMR. 

Discussion 

Table  2 lists  the  many  factors  that  may  be 
responsible  for  the  indicated  decrease  in  NMR. 
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COLORADO  HEALTH  SERVICE  AREAS 


Fig.  1.  The  three  Colorado  health  planning  regions  created  in 
response  to  the  National  Health  Planning  and  Resources  Develop- 
ment Act  of  1974  (PL  93-641 ). 


Considerable  evidence  supports  the  impression 
that  the  development  of  a regional  network  of 
perinatal  care  for  a defined  population  is  as- 
sociated with  reduced  perinatal/neonatal  mor- 
tality.^ ^ Recently,  Hecker®  reported  a similar 
trend  in  perinatal/neonatal  mortality  following 
the  establishment  of  a coordinated  perinatal 
program  in  Cheyenne,  Wyoming.  Concomitant 
with  an  integrated  regionalized  network  is  an 
organized  transport  system  that  provides  for 
the  prompt  and  safe  referral  of  a stabilized 
mother  and/or  her  infant  to  the  nearest  appro- 
priate perinatal  center.  Pettef^  has  reported  the 
efficacy  of  that  approach.  In  1977,  the  Chil- 
dren’s Hospital  Newborn  Emergency  Service 
moved  more  than  850  infants  within  the  New- 
born Country  USA  perinatal  region®.  Of  these, 
745  infants  were  transported  to  a level  III 
perinatal  center  and  64  infants  were  trans- 
ported to  a level  II  neonatal  intermediate  care 
center.  Within  Newborn  Country  USA,  there 
has  been  an  increase  in  maternal  transports 
since  1974,  by  as  much  as  255  per  cent  at  one 
Denver  perinatal  center®. 

Other  components  of  a regional  perinatal 
network  include  an  accessible  communication 
system  for  consultation,  referrals,  and  outreach 
perinatal  education.  Newborn  Country  USA 
provides  a 24-hour  toll-free  in-WATS  line 
available  to  all  hospitals  and  physicians  in  Col- 
orado and  17  western  states.  This  WATS  line  is 
supported  by  and  coordinated  through  the 
Newborn  Center  at  The  Children’s  Hospital  in 
Denver.  A National  Foundation — March  of 
Dimes  medical  service  grant  to  The  Children’s 


RURAL  COUNTIES  URBAN  COUNTIES 

^ POPULATION  <25,000  POPULATION  >25,000 


Fig.  2.  The  fifty-one  rural  counties  and  twelve  urban  counties  in 
Colorado. 


Hospital,  in  cooperation  with  the  University  of 
Colorado  Medical  Center,  has  supported  and 
promoted  outreach  perinatal  education  since 
1974.  Evaluation  of  this  program  will  be  com- 
pleted in  1978. 

Clinical  and  technological  advances  in 
perinatal  care  have  not  only  reduced 
perinatal/neonatal  mortality  but  have  im- 
proved the  quality  of  survival  as  welH®.  Profes- 
sional specialization  in  both  Medicine  and 
Nursing  has  spurred  the  development  of 
perinatal  specialists  who  are  uniquely  trained 
to  manage  complex  perinatal  problems^^. 
Perinatal  research  in  the  past  decade  has  been 
responsible  for  advances  in  the  prevention 
and/or  management  of  hemolytic  disease, 
hyperbilirubinemia,  maternal  diabetes,  and 
hyaline  membrane  disease  to  cite  a few  exam- 
ples. Brans^®  discusses  these  advances  in  detail. 

Other  factors,  more  difficult  to  document, 
that  have  probably  contributed  to  the  improved 
outcome  of  pregnancy  in  Newborn  Country 
USA  include  public  and  professional  education, 
prenatal  care,  nutrition,  legalized  abortions, 
family  planning,  childbirth  education,  and  the 
media.  Public  and  professional  education  pro- 
vides one  with  the  mechanism  to  stay  current 
and  to  discuss  perinatal  care  issues.  Access  to 
prenatal  care  enables  the  early  identification 
and  evaluation  of  high  risk  pregnancies,  and, 
when  indicated,  referral  to  the  nearest  appro- 
priate perinatal  center.  Improved  nutritional 
status  in  pregnant  women  is  associated  with 
reduced  fetal  wastage  and  fewer  growth  re- 
tarded infants^^.  Although  unconfirmed,  it  is 
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CfflWTIES  WITHOUT  MATERNAL  & NEWBWIN  HOSPITAL  SERVICES 


Fig.  3.  The  nineteen  counties  in  Colorado  without  maternall 
newborn  hospital  services  (level  0). 

suspected  that  the  availability  of  legalized 
abortions  and  family  planning  services  in  Col- 
orado has  eliminated  a large  number  of  un- 
wanted and  high  risk  pregnancies,  thereby  con- 
tributing indirectly  to  reduced  perinatal  mor- 
tality. Throughout  this  region,  the  Childbirth 
Preparation  Association  of  Colorado,  in  cooper- 
ation with  the  physician,  provides  specific  in- 
formation about  pregnancy,  birth,  and  parent- 
ing during  the  perinatal  period.  Finally,  the 
media  has  increased  perinatal  awareness  by 
dispensing  relevant  information  about  preg- 
nancy, nutrition,  birthing,  maternal/newborn 
attachment,  and  parenting. 


TABLE  I 

Per  Cent  Resident  Live  Births  and  Neonatal 
Mortality  Rates  by  Selected 
Colorado  Regions 


Per  Cent  of 
Total  Resident 

Live  Births  Neonatal  Mortality  Rate* 


1971 

1971 

1974 

th  rough 

through 

th  rough 

Percentage 

Reg  i on 

1976 

1973 

1976 

Decrease 

HSA  1 

65.2 

1 1 .3 

9.3 

17.7 

HSA  1 1 

26.1 

14.7 

11.1 

24.5 

HSA  III 

8.7 

14.3 

10.6 

25.9 

Urban 

84.7 

12.1 

9.6 

21.3 

Ru  ra  1 

15.3 

15.7 

1 1 .2 

28.7 

Level  0 

2.7 

17.4 

11.2 

35.6 

Level  1 

46.5 

12.8 

9.3 

27.3 

Level  1 1 

50.8 

12.4 

10.3 

16.9 

Level  III  20.0 

11.3 

9.9 

12.4 

Colorado 

100.0 

12.7 

9.9 

22.0 

*Defined  as  the 

number  of 

deaths  during 

the 

fi 

rst  28  days  of 

life  per 

1 , 000  live  b i 

rths  . 

Source:  Colorado  Department  of  Health 
Bureau  of  Vital  Statistics 


COUNTIES  WITH  ONLY  LEVEL  1 MATERNAL  NEWBORN  SERVICES 


Fig.  4.  The  thirty-seven  counties  in  Colorado  with  hospitals  provid- 
ing mate  mail  newborn  services  for  uncomplicated  deliveries  and 
normal  newborn  care  only  ( level  I).  The  chief  cities  in  these  counties 
are  shown. 

Prospects  for  the  Future 
Reimbursement 

The  state  legislature  and  third  party  payers 
need  to  recognize  that  the  regionalization  of 
perinatal  care  is  not  only  cost  effective  but  also 
is  associated  with  improved  quality  of  life.  In 
1976,  as  shown  in  Table  3,  every  Colorado  legis- 
lative assembly  district  had  some  write-off  ex- 
ceeding $46,000  for  neonatal  intensive  care  at 
The  Children’s  Hospital.  Approximately  50  per 
cent  of  the  total  write-offs  involved  medicaid 
accounts.  Some  third  party  payers  do  not  reim- 
burse for  the  transport  of  a sick  newborn  al- 
though it  represents  the  initiation  of  intensive 
care.  Therefore,  to  insure  that  the  Newborn 
Country  USA  "perinatal  conglomerate”  re- 
mains intact,  reimbursement  dollars  will  have 
to  follow  each  infant. 

TABLE  2 

Factors  in  Neonatal  Mortality  Rate  Decrease 

A.  Reg i ona I i zat ion 

1.  Organized  transport  system 

2.  Commune i a t i on  network 

3.  Professional  Specialization 

B.  Technology 

1 . Research 

2.  Clinical  Advances 

3.  Equipment 

C.  Prevention 

1 . Prenata 1 Care 

2 . Fami I y PI ann i ng 

3.  Legalized  Abortions 

4 . Nutrition 

D.  Information 

1.  Public  and  Professional  Education 

2.  Childbirth  preparation  classes 

3.  Media 
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COUIMIltS  WITH  LEVEL  2 NEWBORN  SERVICES 


Fig.  5.  The  seven  counties  in  Colorado  with  hospitals  providing 
intermediate  newborn  services  for  selected  neonatal  problems  as 
well  as  normal  newborn  care  (level  II).  Denver  county  (smallest 
shaded  county)  also  has  hospitals  that  provide  all  levels  of  perinatal 
services  including  intensive  care  (level  HI). 

Legislation 

Alabama,  Arizona,  California,  Florida,  Il- 
linois, Missouri,  New  Mexico,  North  Carolina 
and  possibly  others  have  statutory  support  for 
regional  perinatal  programs.  Other  states  ap- 
propriate specific  funds  for  the  medically  indi- 
gent (MI).  Colorado’s  fifty-first  general  assem- 
bly increased  the  funding  for  the  medically  in- 
digent from  9.0  to  10.0  million  dollars.  By  foot- 
note, these  funds  were  opened  to  private,  non- 
profit hospitals  and  private  physicians,  a land- 
mark legislative  approach  to  the  root  issue  of  MI 
financing.  The  Colorado  Perinatal  Care  Coun- 
cil, with  support  from  the  Colorado  Medical  Soc- 
iety, the  Denver  Medical  Society,  and  several 
other  organizations  and  agencies  initiated  an 
interim  study  in  1977  which  led  to  a bill  for 
perinatal  care  for  the  medically  indigent.  The 
bill  died,  but  the  increase  in  MI  funds  and  the 
inclusion  of  private  hospitals  and  private  physi- 
cians was  an  expedient  trade-off  which  begs  the 
question  of  specific  perinatal  care  funding.  The 
1978  legislative  interim  studies  will  include  the 
MI  program  and  rural  health  care. 

Communication 

The  perinatal  communication  network  needs 
to  be  upgraded  and  refined.  Adoption  of  a com- 
puterized system  similar  to  the  airlines  would 
instantaneously  enable  referring  physicians  to 
determine  bed  availability  by  the  nearest  ap- 


COLORADO NEONATAL  DEATH  RATES 
1971  thru  1973  vs  1974  thru  1976 


Colorado  LevelO  Level  I Level  II  Level  III 

Comties  Counties  Counties  Counties 


Fig.  6.  There  is  an  inverse  relationship  between  the  availability  of 
maternal ! newborn  hospital  services  and  the  neoruital  mortality  rate 
decrease. 

propriate  facility.  This  system  should  have  the 
additional  capability  of  storing  and  retrieving 
useful  perinatal  data.  Although  start  up  costs 
may  be  relatively  high,  a computerized  com- 
munication network  would  pay  for  itself  in  a 
short  time. 

Clinical  Advances 

According  to  Brans^",  clinical  advances  in  the 
near  future  will  occur  in  four  specific  areas:  the 
prevention  of  hyaline  membrane  disease,  nec- 
rotizing enterocolitis,  bleeding  disorders  of  the 
tiny  premature  infant,  and  group  B beta 
hemolytic  streptococci  infections.  Transcutane- 
ous monitoring  of  the  neonate  will  expand  its 
usefulness  in  the  coming  years. 

Standards 

Uniform  standards  of  perinatal  care  need  to 
be  adopted  by  all  participants  in  the  system  to 
insure  optimal  care  for  all  mothers  and  infants. 
In  1977,  "Standards  and  Recommendations  for 
Hospital  Care  of  Newborn  Infants”  (Sixth  Edi- 
tion) was  published  by  the  Committee  on  the 
Fetus  and  Newborn  of  the  American  Academy 
of  Pediatrics.  These  standards  should  serve  as 
guidelines  for  the  Health  Systems  Agencies  in 
the  development  of  the  OB/Newbom  section  of 
the  health  systems  plan.  At  the  state  level,  the 
Colorado  Perinatal  Care  Council  should  con- 
tinue to  advise  the  Health  Systems  agencies 
regarding  perinatal  care  to  insure  that  a ra- 
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TABLE  3 

Neonatal  Mortality  and  Write-Offs  For 


Neonata 1 

Intensive  Care 

By 

Colorado 

Assemb 1 y Districts 

1976 

Colorado 

Districts 

Mean  Neonatal 

Mean 

General  Assembly 

Number 

Mortality  Rate*  Write-Offs** 

House  of 
Representat I ves 

65 

8.6 

$63,366 

Senate 

35 

8.7 

66,516 

Tota  1 

100 

8.6 

66,630 

* per  1,000  live  births 
**  The  Children's  Hospital  Neonatal 
Intensive  Care  Unit 

Write-Off  Range;  House  - $2,666  - $1^3,117 
Senate  - $2,666  - $105,852 

tional  and  workable  perinatal  plan  emerge  and 
uniform  standards  be  implemented. 

Data  Collection  and  Perinatal  Planning 

Relevant  data  facilitates  the  planning  pro- 
cess. Newborn  Country  USA  must  determine 
what  data  is  required  to  plan,  to  project  future 
needs,  and  to  evaluate  its  effectiveness  in  im- 
proving the  outcome  of  pregnancy.  This  data 
would  be  computerized  and  collected  by  all  par- 
ticipants of  the  system. 

Family  Support 

On  December  7,  1977,  the  AMA  House  of 
Delegates  adopted  a statement  prepared  by  the 
Committee  on  Maternal  and  Child  Care  that 
urges  the  enhancement  and  humanizing  of  the 
birth  experience  within  the  hospital  setting.  In 
part,  it  recommends:  "It  is  timely  to  review  all 
hospital  procedures  and  professional  practices 
for  their  appropriateness,  and  thereby  encour- 
age the  hospitals  to  reassess  their  policy  in  sup- 
port of  the  bonding  principle.  Such  a review 


should  include  public  health  regulations,  hospi- 
tal admission  policies,  labor  and  delivery  prac- 
tices, and  nursery  and  postpartum  care.  Re- 
evaluation  of  exisiting  practices  must  preserve 
the  significant  technological  advances  which 
have  resulted  in  improved  obstetrical  and  new- 
born care.  Innovative  alternative  settings  for 
birth  in  the  hospital  with  adequate  professional 
support  should  be  explored  and  evaluated”. 

Perinatal  Education 

To  improve  communication  between  institu- 
tions and  upgrade  perinatal  care  skills,  it  is 
appropriate  to  promote  the  periodic  rotation  of 
medical  and  nursing  personnel  through 
perinatal  centers.  Another  facet  of  perinatal 
education  is  the  development  and  implementa- 
tion of  OB/newborn  protocols  to  insure  optimal 
care  at  all  levels.  Review  of  perinatal  data  and 
selected  cases  at  the  local  level  is  another  im- 
portant part  of  the  perinatal  education  prog- 
ram. 

Followup 

Newborn  Country  USA  must  develop  a com- 
prehensive followup  program  for  all  users  of  the 
system  to  determine  the  program’s  effective- 
ness, infant  outcome,  and  costs.  The  ultimate 
goal  is  to  coordinate  all  perinatal  care  facilities 
and  providers  to  improve  the  outcome  of  preg- 
nancy to  the  highest  possible  level.  • 
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The  Vietnamese  orphan* 


Medical  Impact  Upon  the  Family 


Roger  M.  Barkin,  MD,  MPH,  Thomas  M.  Vernon,  MD,  Denver,  Colorado 


Introduction 


Results 


As  a result  of  the  upheaval  in  southeast  Asia 
in  1975,  the  United  States  became  the  home  of  a 
large  number  of  Vietnamese  orphans.  Because 
of  the  importance  of  defining  the  medical  im- 
pact of  children  adopted  from  other  countries 
and  the  likelihood  that  similar  adoptions  will 
continue  to  occur,  it  is  imperative  that  the  med- 
ical risks  be  clearly  defined.  The  arrival  of  these 
children  provided  an  opportunity  to  measure 
the  impact  of  this  group  on  their  adopting 
families. 

Questionnaire 

A retrospective,  structured  questionnaire 
was  developed  focusing  on  family  demographic 
characteristics  and  disease  incidence  in  adopted 
children  and  family  members  during  the  two 
months  following  adoption  of  a Vietnamese  or- 
phan. One  hundred  eighty-six  questionnaires 
(195  children)  or  87.7  per  cent  of  those  mailed 
were  returned  by  families  throughout  the  Un- 
ited States  who  adopted  orphans  through  one 
adoption  agency  in  April,  1975.  Seventeen  of 
these  families  (18  children)  resided  in  Colorado. 
Parallel  questionnaires  were  returned  by  275 
(84.6  percent)  families  on  the  agency’s  waiting 
list  and  by  54  (49.1  percent)  Colorado  families 
matched  with  children  adopted  in  Colorado  by 
month  of  birth  and  county  of  residence. 


From  the  Department  of  Pediatrics,  University  of  Colorado  Medical  Center  and  the 
Preventive  Medical  Services  Division.  Colorado  Department  of  Health.  Denver,  Colorado. 
Reprint  requests:  Dr.  Barkin,  Department  of  Pediatrics,  University  of  Colorado  Medical 
Center,  4200  East  Ninth  Avenue,  Denver,  Colorado  80262. 


The  Vietnamese  orphans  nationally  and 
those  adopted  in  Colorado  had  similar  reported 
disease  incidences.  However,  both  of  these 
groups  experienced  more  symptoms  than  the 
corresponding  matched  birth  certificate  group 
born  and  living  in  Colorado.  Significantly  grea- 
ter skin  infections  and  runny  noses  were  noted 
in  Vietnamese  orphans.  In  addition  there  were 
marked  differences  in  the  incidence  of  diarrhea 
and  cough  in  the  study  groups  (Table  1). 
Twenty-five  cases  of  scabies  and  22  cases  of 
chickenpox  were  reported  among  the  195  or- 
phans studied,  while  none  were  reported  among 
the  American  born  children.  One  Vietnamese 
orphan  survived  Pneumocystis  carinii 
pneumonia,  diagnosed  after  adoption. 

Demographic  analysis  comparing  the  four 
family  groups  studied  disclosed  no  significant 
disparities  among  the  factors  analyzed.  Little 


TABLE  1 

Vietnamese  Orphans  and  Control  Birth  Certificate  Children 
Reported  Symptomatology 
{Per  Cent  of  Children) 

Vietnamese  Orphans 


Un i ted 

Birth 

Cert i f i cate 

Signs  and 

States 

Colorado  Matched  Control 

Symptoms  { 

n = 195) 

(n  = 18) 

(n  = Sk) 

Di arrhea 

65.1 

Ag.  I 

9.3 

Cough 

A5.6 

55.6 

29.6 

Runny  Nose 

52.3 

88.9 

AO.  7 

Red  Eye 

15. it 

11.2 

0.0 

7.7  ’ 

Skin  Infection 

50.3 

72.2 

Jaund i ce/ Hepat i t is 

1.5 

0.0 

0.0 

Worms/Paras i tes 

10.8 

5.6 

0.0 

Heas 1 es 

0.5 

5.6 

5.6 

Ch i cken  pox 

16. i) 

27.8 

0.0 

1:  Symptoms  Birth  Certificate  Matched  Control 
Vietnamese  Orphans  - Colorado  (p  0.01) 

Symp  toms 

2:  Symptoms  Birth  Certificate 
Vietnamese  Orphans  - United 

Matched  Control 
States  (p  0.01 ) 

Symptoms 
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difference  in  disease  incidence  was  noted  to  in- 
dicate any  significantly  greater  symptomatol- 
ogy among  families  adopting  Vietnamese  or- 
phans (Table  2).  Twenty-one  (11.3  percent) 
adopting  families  had  chickenpox  cases  in  con- 
trast to  only  six  (2.2  percent)  cases  in  those 
families  questioned  from  the  waiting  list  group 
and  not  having  contact  with  the  Vietnamese 
orphans.  Twenty-nine  members  of  adopting 
families  reported  scabies  while  none  was  re- 
ported in  the  control  families. 

Discussion 

The  medical  problems  of  the  Vietnamese  or- 
phans that  arrived  in  April,  1975,  appear  to  be 
quantitatively  but  not  qualitatively  unique. 
Reports  have  estimated  that  nearly  one-half  of 
the  1600  children  examined  in  San  Francisco 
had  moderate  to  acute  medical  problems  and  10 
percent  required  hospitalization.^  The  children 
subsequently  re-examined  in  Denver  were 
noted  to  be  suffering  primarily  from  mild  mal- 
nutrition, diarrhea,  otitis  media,  scabies,  im- 
petigo and  thrush.  Over  50  percent  of  the  or- 
phans were  anemic,  18  percent  had  stool  cul- 
tures positive  for  salmonella  or  shigella,  and  9 
percent  were  HB  Ag  positive.  Approximately  6 
percent  of  these  children  required  hospitaliza- 
tion, 94  percent  of  which  were  for  infectious 
processes.  2 

The  present  study  has  documented  that  Viet- 
namese orphans,  despite  their  initial  screening 
and  treatment  prior  to  adoption,  continued  to 
have  more  medical  problems  than  did  their 
American  counterparts  during  the  comparable 
two  month  period.  The  Vietnamese  orphans  ex- 
perienced more  medical  problems  in  each  cate- 
gory investigated. 


TABLE  2 

Adopting  and  Control  Families 
Reported  Symptomatology 
(Per  Cent  of  Families) 

Adopting  Families  Control  Families 


Signs  and 

Un i ted 
States 

Colorado 

Waiting 

List 

B i rth  Ce rt i f i cate 
Matched 

Symptoms 

(n  = 186) 

(n  = 17) 

(n  = 275) 

(n  = 54) 

Diarrhea 

25.8 

23.5 

20.7 

5.6 

Cough 

16.1 

23.5 

30.9 

24.1 

Runny  Nose 

15.6 

11.8 

33.1 

29.6 

Red  Eye 

7.5 

1 1 .8 

3.3 

3.7 

Skin  Infection  3*7 

1 1 .8 

5.5 

3.7 

Jaund i ce/ 

2.7 

5.9 

0.4 

0.0 

Hepat i t i s 

Worms/Paras i tes  2.2 

0.0 

3.3 

0.0 

Meas 1 es 

0.5 

5.9 

0.4 

0.0 

Ch i ckenpox 

n.3 

1 1 .8 

2.2 

0.0 

Perhaps  most  important  from  a public  health 
viewpoint  is  the  lack  of  any  detrimental  effect 
on  the  health  status  of  their  adopting  families. 
The  present  study  clearly  documents  that  the 
adopting  and  control  families  experienced  the 
same  degree  of  medical  problems  during  the  two 
month  period  with  the  exception  of  an  increased 
incidence  of  runny  noses,  skin  infections  and 
several  outbreaks  of  chickenpox  in  adopting 
families.  The  skin  infections  were  primarily 
scabies  infections  in  adults. 

Although  retrospective,  this  study  dem- 
onstrates that  the  immediate  medical  effect  of 
the  Vietnamese  orphan  on  adopting  families  is 
minimal  and  is  primarily  related  to  the  or- 
phan’s own  health  and  nutritional  status.  At- 
tention must  also  be  focused  upon  the 
psychological  and  developmental  aspects  of  the 
acculturation  of  these  children  into  new 
families  and  a new  society.^  Although  their 
young  age  will  ease  this  process,  anticipatory 
guidance  and  constant  monitoring  of  their  ad- 
justment will  be  required.# 
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Familial  generalized  lipodystrophy 


A Case  Report 


Paul  Wail,  MD,  Frederic  W.  Piatt,  MD,  Denver,  Colorado 


A case  of  lipodystrophy  is  described  which  shares 
aspects  of  all  three  lipodystrophies:  Total  Acquired, 
Total  Congenital,  and  Partial  Lipodystrophy.  Family 
history  is  given  in  chart  form  and  pictures  of patient 
included. 


Introduction 

Generalized  lipodystrophy  or  Lipoatrophic 
Diabetes  Mellitus  is  a rare  disorder  that  gener- 
ally presents  in  early  childhood  in  a "congeni- 
tal” form  or  in  adolescence  in  an  "acquired” 
form.  The  early  presenting  form  is  found  to  have 
recessive  inheritance  and  consanguinous  pa- 
rents. The  acquired  form  has  a sporadic  appear- 
ance with  no  clear  inheritance  pattern.  All  re- 
ported cases  share  features  including  some  or 
all  of  generalized  lipoatrophy,  accelerated 
skeletal  growth,  muscular  hypertrophy,  genital 
enlarg.ement,  acanthosis  nigricans,  insulin  re- 
sistance (probably  due  to  receptor  defects^), 
diabetes  mellitus  without  ketosis,  hyper- 
lipidemia (often  type  IV  or  V with  hypertri- 
glyceridemia), hypermetabolism,  and 
hepatosplenomegaly.2 

Partial  lipodystrophy  is  a less  rare  disease  of 
sporadic,  nonfamilial  occurrence  mainly 
females  after  age  30.  The  subcutaneous  fat  is 
usually  absent  from  the  waist  up  with  unin- 
volved areas  having  increased  amounts  of  fat. 
There  is  an  associated  nephritis  which  occurs  in 
half  of  the  people  affected.^  Diabetes  is  not  clas- 


sically associated  with  partial  lipodystrophy, 
but  in  the  past  ten  years  at  least  four  patients 
with  the  syndrome  have  been  noted  to  have 
carbohydrate  intolerance.^’  ® Some  inves- 
tigators feel  that  the  pathologic  processes  in- 
volved in  partial  and  total  lipodystrophies  are 
similar. 

We  present  a case  that  seems  to  represent  an 
overlap  of  the  several  types  of  lipodystrophy. 

Case  Report 

(3-1)  is  a 52  year  old  white  woman  of  Belgian  ancestry 
who  noted  the  onset  of  a more  and  more  muscular  body 
habitus  with  decreasing  fatty  tissue  at  age  13.  No  history  of 
febrile  illness  preceded  this.  Simultaneously  she  developed 
darkly  pigmented,  roughened  skin  in  groins  and  axillas. 


AFfECTQ)  lOlVlEHUlS 

fWILY  HISIOBT  f dead 


Fig.  1 - Family  History.  Guide  to  details  of  affected  individuals:  (1-2 
Reported  to  have  similar  physiognomy;  no  history  of  diabetes.  (3-4) 
Similar  physiognomy  reported;  no  diabetes.  (4-1)  Pictures  of  this 
relative  seen  by  Dr.  Wall;  definitely  has  pattern  of  lipoatrophy 
similar  to  (3-1);  had  glucose  intolerance  with  last  pregnancy.  (4-6) 
Seen  by  Drs.  Platt  and  Wall;  is  lipoatrophic  and  has  acanthosis 
nigricans  on  elbows.  (4-7)  and  (4-8)  Presently  being  investigated  by 
Drs.  Sims  and  Robbins  at  the  University  of  Vermont  who  substantiate 
the  diagnosis. 
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Fig.  2 - Photographs  of  (3-1).  Notable  are  the  true  muscular  hyper- 
trophy, marked  muscular  and  venous  definition-partly  due  to  de- 
creased subcutaneous  fat.  The  patient’s  face  paradoxically  discloses 
an  increased  amount  of  facial  and  neck  fat. 


Her  general  health  was  good,  and  she  had  six  normal  preg- 
nancies without  difficulty.  At  age  45  bilateral  cataracts 
developed  and  were  removed.  At  that  time  an  oral  glucose 
tolerance  test  revealed  hyperglycemia,  and  diabetes  mel- 
litus  was  diagnosed.  With  some  attempt  to  limit  caloric 
intake  she  lost  20  pounds  and  never  has  had  symptoms  from 
the  glucose  intolerance.  At  age  50  she  had  a myocardial 
infarction  and  congestive  heart  failure.  She  was  noted  to 
have  hypertension  with  a blood  pressure  of  170/110  and 
hyperlipidemia.  Subsequently  her  blood  pressure  has  re- 
mained elevated  and  has  responded  to  antihypertensive 
therapy.  She  has  been  symptomatic  largely  with  hand  and 
foot  pain.  Electromyography  suggested  carpal  tunnel  en- 
trapment as  cause  of  her  hand  pain,  but  a release  procedure 
was  not  successful.  She  has  been  subsequently  thought  to 
have  diabetic  peripheral  neuropathy  as  cause  of  her  pain. 

The  family  history  shows  no  known  consanguinity.  Only 
females  have  been  identified  with  the  patient’s  habitus  (Fig. 
1).  The  family  chart  suggests  a dominant  inheritance  with 
variable  penetrance. 

On  physical  examination  (Fig.  2)  there  is  muscular 
hypertrophy,  prominence  of  superficial  veins,  and  absent 
subcutaneous  fat  except  for  face  and  neck.  There  is  slight 
clitoral  hypertrophy  and  acanthosis  nigricans  skin  lesions 
of  axillae  and  genitalia.  The  blood  pressure  is  160/100,  and 
there  are  no  other  remarkable  findings  but  for  slightly  de- 
creased peripheral  two-point  discrimination. 

Laboratory  data  includes:  normal  CBC  and  electrolytes, 
BUN  18  mg%,  serum  creatinine  1.0  mg%,  fasting  choles- 
terol 178  mg%,  and  fasting  triglyceride  471  mg%.  Her 
thyroid  function  is  normal.  An  oral  glucose  tolerance  test 
was  abnormal  with  fasting  blood  sugar  167  and  two  hour 
value  320  mg%.  The  insulin  levels  were  also  elevated  with 
195  mU/L  at  two  hours  (normal  9-79  mU/L). 


Discussion 

Total  acquired  lipodystrophy  was  termed 
"Lipoatrophic  Diabetes”  by  Lawrence.®  The  fea- 
tures have  been  well  delineated  in  the  litera- 
ture. ® The  onset  of  this  rare  disorder  is  usually 
near  puberty,  and  may  be  preceded  by  a febrile 
illness  with  lymphadenopathy.  The  congenital 
form  usually  appears  in  younger  childhhod  and 
shows  a recessive  inheritance  pattern.  Partial 
lipodystrophy  is  a less  rare  disease  of  sporadic 
occurrence  usually  affecting  women  over  age 
30.  Fatty  and  dystrophic  areas  may  be  demar- 
cated in  dermatomal  patterns.  There  may  be  an 
associated  nephritis.  Some  patients  may  have 
glucose  intolerance.'*’® 

This  patient  seems  to  represent  a near  total 
acquired  lipodystrophy  as  do  her  affected  rela- 
tives. She  has  several  features  of  the  disease 
including  near  total  lipodystrophy,  pubertal  on- 
set, muscular  hypertrophy,  acanthosis  nigri- 
cans, genital  hypertrophy,  hyperlipidemia,  glu- 
cose intolerance  with  high  circulating  insulin 
levels  and  no  evidence  of  ketosis,  large  vessel 
accelerated  atherosclerosis  and  peripheral 
neuropathy.  The  inheritance  pattern  is  clearly 
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familial  but  not  clearly  recessive.  This  patient 
and  her  family  and  another  family  reported  re- 
cently’^ document  an  inherited  pattern  of  in- 
complete lipodystrophy  with  many  features  of 
complete  lipodystrophy.  The  pattern  of  lipodys- 


trophy is  clearly  not  the  usual  cephalothoracic 
type  seen  in  partial  lipodystrophy  nor  is  it  a 
total  lipodystrophy.  This  case  seems  to  bridge 
previously  separated  types  of  lipodystrophy  and 
suggests  a relation  between  the  several  types. 
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Iwhat’s  your  reading? 


Prepared  by  Jonathan  Abrams,  MD,  Albuquerque,  New  Mexico  * 


This  63-year  old  man  developed  a rapid 
tachycardia  approximately  18  hours  after  suc- 
cessful coronary  b3^ass  surgery.  He  had  no  pre- 
vious history  of  palpitations  or  tachycardia. 

What  is  the  Rhythm? 

What  is  the  treatment? 


S/p  BtmSS  FOR  CAD  a ARRHYTHMI/^,  No  Meds. 


Fig.  1 


See  Page  167 


Dr.  Abrams  is  Chief,  Division  of  Cardiology,  and  an  Associate  Professor  of  Medicine,  University  of  New  Mexico  School  of 
Medicine,  Albuquerque. 
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Psychosomatic  medicine 

Whatever  happened  to  it? 

H.G.  Whittington,  MD,  Denver,  Colorado 


By  the  1950’s,  psychosomatic  medicine  was 
flourishing  as  psychiatry  moved  vigorously  to- 
ward a rapprochement  with  medicine. Clini- 
cal psychiatric  research  focused  on  such  illnes- 
ses as  peptic  ulcer,  asthma,  ulcerative  colitis, 
and  hypertension.  While  initial  concepts  were 
heavily  influenced  by  traditional  psychoanaly- 
tic theory,  increasingly  there  was  convergence 
between  psychiatric  research  and  the  work  of 
those  studying  the  physiology  of  stress,  such  as 
Hans  Selye. 

Unfortunately,  insight  into  etiology  was  not 
matched  by  therapeutic  potency,  and  patients 
often  did  not  respond  to  the  psychiatric  treat- 
ments then  available.  Psychoanalytic 
psychotherapy — albeit  radically  modified  by 
such  brief  methods  as  those  of  Franz  Alexan- 
der®— ^was  the  major  treatment  approach;  and 
for  those  patients  without  the  ability,  money  or 
motivation  to  engage  in  such  therapy,  there  was 
little  available.  Medicine,  ever  sensitive  to  a 
gap  between  promise  and  performance,  soon  re- 
jected psychiatric  claims  of  therapeutic  rele- 
vance as  grandiose,  and  again  the  gap  between 
psychiatry  and  the  rest  of  medicine  widened.  As 
a corollary,  training  in  psychosomatic 
psychiatry  declined,  and  the  psychiatrist  of  the 
60’s  and  70’s  often  completed  residency  as  a 
competent  psychotherapist  for  neurotic  outpa- 
tients, but  without  training  in  collaboration 
with  other  physicians  in  caring  for  the  patient 
whose  physical  illness  grows  out  of  disordered 
emotions,  or  whose  emotional  illness  stems 
from  abnormal  physiology. 

Ironically,  at  just  this  point,  effective  treat- 
ment technology  began  to  be  available  to  allow 
relief  for  many  psychosomatic  patients — if  only 
psychiatry  and  the  rest  of  medicine  could  build  a 


base  of  common  understanding  and  effective 
communication.  What  are  these  treatment  ap- 
proaches? 

Family  Therapy 

Most  of  us  live  in  a nuclear  family,  sometimes 
an  extended  family,  and  the  persistence  or  dis- 
appearance of  symptomatic  illness,  including 
psychosomatic  illness,  is  influenced  by 
psychological  processes  within  the  family.  We 
have  long  been  aware  of  secondary  gain,  where 
the  illness  obtains  a "pay-off’  from  others, 
which  makes  symptom  removal  difficult.  Only 
by  evaluating  the  entire  family  interraction  can 
we  understand  the  gain  to  the  patient  and  to 
others  in  the  family  of  his  remaining  ill.  Wfiiile 
the  patient’s  denial  of  psychological  causes  may 
withstand  assault  by  psychiatrists,  and  other 
physicians,  the  family  often  is  able  to  confront 
the  patient  with  the  relationship  between  emo- 
tions and  body  response,  as  well  as  offering 
healthy  alternatives  to  illness  behavior,  and  the 
psychiatrist  can  confront  family  members  with 
how  they  support  and  maintain  symptoms. 

Group  Therapy 

While  the  first  reported  use  of  group 
psychotherapy,  by  Pratt  in  1906,  was  intended 
to  help  patients  deal  with  their  psychological 
reactions  to  a specific  physical  illness,  tuber- 
culosis, use  of  group  psychotherapy  for 
psychosomatic  patients  has  been  slow  in  de- 
veloping; its  use  even  today  is  spotty.  Yet  re- 
sults with  otherwise  quite  intractable  condi- 
tions have  been  good,  ranging  from  50-66  per 
cent  significantly  improved. 
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Behavior  Therapy 

The  slowness  and  uneven  results  of  insight- 
oriented  psychotherapy  sparked  an  interest  in 
more  direct  approaches  to  therapy  that  focused 
on  helping  the  patient  learn  alternative  modes 
of  responding  to  interpersonal  and  intrapsychic 
stress.  Behavior  therapy  can  be  utilized  success- 
fully in  the  treatment  of  sexual  dysfunction, 
stuttering,  appetitive  disorders  such  as  obesity 
and  anorexia  nervosa,  and  chronic  pain  prob- 
lems.® 

Direct  Treatment  of  Sexual  Dysfunction 

Masters  and  Johnson  developed,  out  of  the 
research  laboratory,®  a sophisticated  and  highly 
effective  treatment  approach  for  such  problems 
as  impotence,  frigidity,  and  premature  ejacula- 
tion. Drawing  from  physiology,  psychiatry  and 
behavioral  psychology,  the  resultant  treatment 
approach  offers  the  first  hope  for  the  thousands 
of  sexually  dysfunctional  persons  who  consult 
physicians  each  year  seeking  medical  opinion 
and  help. 

Biofeedback 

For  years,  we  have  been  fascinated  in  west- 
ern science  by  the  ability  of  eastern  fakirs  and 
mystics  to  control  body  processes,  while  our 
neurophysiology  has  taught  us  that  the  au- 
tonomic nervous  system  is  not  under  conscious 
control.  Within  the  last  decade,  a mounting  vol- 
ume of  basic  research  and  clinical  application 
has  shown  beyond  doubt  that  many  physiologi- 
cal functions  can  be  controlled:  muscle  tension, 
heart  rate,  vascular  dilatation,  EEG  activity 
and  sympathetic  tone.  Initial  clinical  applica- 
tions were  with  a prevalent  and  treatment- 
resistant  condition,  tension  headache.^®  Addi- 
tional clinical  applications  include  migraine 
headache,  post- traumatic  and  idiopathic  mus- 
cle spasm  (low  back  pain,  torticollis,  etc.), 
bruxism,  sleep-onset  insomnia,  anxiety  and 
tension  states,  asthma,  hypertension,  paroxys- 
mal tachycardia,  stuttering  and  other  speech 
problems,  rehabilitation  of  paraplegics, 
hyperactivity  in  children,  chronic  pain  prob- 
lems, impotence  and  Raynaud’s  disease. 
Coupled  with  individual,  group,  and/or  family 
psychotherapy,  biofeedback  is  a potent  tool  for 


relieving  symptoms,  and  for  giving  the  patient  a 
technic  for  continuing  symptom  management. 

Pain  Clinics 

Increased  survival  from  trauma,  malig- 
nancy, and  degenerative  diseases  has  brought 
an  expansion  in  the  ranks  of  individuals  ex- 
periencing chronic  pain.  Using  the  technics  out- 
lined above,  psychiatrists  increasingly  collabo- 
rate with  neurologists,  neurosurgeons,  or- 
thopedic surgeons  and  specialists  in  physical 
medicine  and  rehabilitation  to  deliver  a "pac- 
kage” of  services  for  the  individual  suffering 
chronic  pain,  and  for  his  family.  Such  organized 
team  approaches  report  rehabilitation  rates  in 
excess  of  50%  with  previously  intractable  pa- 
tients. 

Hypnosis 

An  ancient  technic  is  enjoying  one  of  its 
periodic  revivals  in  medicine.  But  this  time  it  is 
a more  thoroughly  researched  venture  and 
linked  with  other  methods  such  as  behavior 
therapy.^®  The  economy,  safety,  and  effective- 
ness of  hypnosis  make  it  a highly  desirable  in- 
tervention in  this  cost-conscious  age. 

Summary 

The  technology  currently  exists  for  effective 
treatment  of  many  of  the  common  psychosoma- 
tic illnesses.  Research  in  this  area  is  again 
being  published,^'*  and  knowledge  is  expand- 
ing rapidly.  The  stage  is  set  for  active  and  effec- 
tive collaboration  between  psychiatry  and  the 
rest  of  medicine,  as  more  psychiatrists  are 
adequately  trained  in  the  new  technics,  and  as 
physicians  learn  to  utilize  the  psychiatrist  as  a 
consultant  and  collaborator  in  the  care  of  the 
psychosomatic  patient. 

The  primary  physician  still  has  a problem  in 
obtaining  these  needed  services  for  his  patient, 
for  not  many  psychiatrists  have  a particular 
interest  in  psychosomatic  problems,  and  few  in- 
deed have  mastered  all  of  the  technics  enumer- 
ated. Too  often,  the  patient  is  nudged  into  con- 
ventional psychotherapy  without  determining 
the  most  cost-beneficial  solution  to  his  prob- 
lems. Specialized  group  practices  in 
psychosomatic  medicine  are  one  approach,  as 
well  as  symptom-specific  practices  such  as 
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pain  clinics,  that  could  make  adequate  care  av- 
ailable on  referral  for  the  family  physician. 
Perhaps  the  new  breed  of  "holistic  physicians” 
will  integrate  a more  vital  synthesis  of 
psychological  and  biological  principles  in  their 
practices  than  either  general  physicians  or 


psychiatrists  have  as  yet  achieved,  but  only 
time  will  tell. 

But  with  an  ever-broadening  understanding 
of  the  biological,  as  well  as  social  and  psycholog- 
ical base,  of  psychosomatic  illness,  fewer  and 
fewer  patients  need  to  be  relegated  to  the  hope- 
less category  of  "crocks”. 
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Lipid  and  lipoprotein  analysis 
of  neonatal  and  maternal  sera 

Daniel  B.  Kearnes,  MA,  Ronald  W.  Meyer,  MD, 
and  Kenneth  F.  DeBoer,  PhD.,  Gunnison,  Colorado* 


Introduction 

There  have  been  few  studies  investigating 
serum  lipids  and  their  relation  to 
atherosclerosis  in  infants.  The  approach  of 
analyzing  newborn’s  cord  blood  for  serum  lipids 
warrants  attention  since  such  measurements 
could  serve  as  prognosticators  of  atherosclerosis 
or  other  heart  disease.  Since  hyperlipidemia  in 
later  life  apparently  leads  to  heart  disease,  its 
early  recognition  in  an  asymptomatic  infant 
might  be  a means  whereby  the  onset  of  heart 
disease  may  be  prevented,  or  at  least  delayed,  in 
many  adults.  Presently,  the  major  obstacle  to 
widespread  routine  screening  of  newborns  for 
hyperlipidemia  is  the  lack  of  information  on 
normal  lipid  and  lipoproteins  and  the  factors, 
such  as  maternal  age  and  diet,  race,  prematur- 
ity, drugs,  or  socio-economic  status  which  affect 
them.  The  purpose  of  this  study  was  to  provide 
more  information  of  a baseline  nature  on  new- 
born lipids. 


Methods  ' 

Serum  lipid  concentrations  and  lipoprotein 
patterns  were  determined  on  umbilical  cord 
blood,  and  the  corresponding  mother’s  blood,  on 
79  pairs  at  Mercy  Hospital,  Denver,  from  Feb- 
ruary to  April,  1974.  This  represents  almost  all 
the  normal  deliveries  during  this  period.  All 
mothers  were  between  17-41  years  of  age  and 
resided  in  the  metropolitan  Denver  area.  Sixty-  ' 
four  were  Caucasian,  eleven  were  Mexican- 
Americans,  and  four  were  negroes.  I 

Blood  was  drawn  from  mothers’  antecubital 
vein  upon  arrival  in  the  labor  room  and  again  36  1 
to  48  hours  after  parturition,  after  they  had  j 
fasted  at  least  12  hours.  The  blood  from  infants  j 
was  obtained  by  free-flow  from  the  placental  | 
end  of  the  umbilical  cord  within  ten  minutes  || 
after  delivery.  Standard  clinical  assays  were  I 
made  of  all  serum  samples  for  (a)  cholesterol,  (b)  ( 
triglycerides,  and  (c)  lipoproteins.  Details  of  | 
procedures,  as  well  as  detailed  results,  can  be  I 
found  in  Kearnes  (1975). 


TABLE  1 


MEAN  CONCENTRATION  OF  SERUM  LIPIDS  AND  PER  CENT  LIPOPROTEIN  CONSTITUENTS 
FOR  SEVENTY-NINE  NEONATES  AND  THEIR  MOTHERS. 


Group 

T riglyceride 

Cholesteroi 

Alpha 

Pre-beta 

Beta 

(mg/dl) 

(mg/dl) 

(%) 

(%) 

(%) 

Neonate  population 

45-16.7 

76±13.8* 

50.1±5.78 

0 

49.9±5.57 

Neonate  males 

46-19.7 

75±14.5* 

49.4±6.82 

0 

50.4±6.37 

Neonate  females 

44±13.9 

77±13.4* 

50.0'h4.81 

0 

49.8^-4.89 

Maternal  pre-parturition 

228±52.3 

- 

Maternal  post-partum 
(fasting) 

163±53.1 

197-36.0 

36.9^7.4 

27.4i6.3 

35. 7-^6. 8 

* Corrected  for  bilirubin  and  hemoglobin. 
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TABLE  2 


REPORTED  VALUES  OF  MEAN  SERUM  LIPiDS  OF  UMBILICAL  CORD  BLOOD 


N umber 

Cholesterol 

T riglyceride 

Reference 

study 

of  neonates 

(mg/dl) 

(mg/dl) 

Denver 

79 

76 

45 

This  study 

Seattle 

56 

95 

34 

Kaplan  and  Lee,  1965 

Germany 

6 

69 

Gyorgy,  1 924 

Sweden 

32 

67 

Rafstedt,  1955 

Sweden 

52 

66 

34 

Brody  and  Carlson,  1962 

Czechol  vakia 

110 

58 

Jacena  et  al.,  1961 

Cincinnati 

1800 

64 

Glueck  et  al.,  1971 

Birmingham 

20 

75 

Mortimer,  1 964 

Guatemala 

21a 

60 

Mendez  et  al.,  1959 

44b 

63 

South  Africa 

51c 

71 

Bersohn,  et  al.,  1 956 

37d 

75 

. . 

a — upper  income  group 
b — lower  income  group 
c — from  African  nationality 
d — from  European  nationality 


Results 

Of  the  79  neonates,  72  (91  per  cent)  had  nor- 
mal (less  than  plus-2  standard  deviations  from 
the  mean)  values  for  all  lipid  and  lipoprotein 
constituents  (Table  1).  Only  one  neonate  had 
elevated  cholesterol,  while  four  (5  per  cent) 
showed  elevated  triglycerides.  The  lipoprotein 
patterns  were  normal  in  all  but  two  neonates. 
One  of  these  showed  the  presence  of  chylomic- 
rons and  one  had  elevated  beta  lipoprotein.  This 
latter  neonate  also  had  elevated  cholesterol  and 
therefore  was  classified  Type  II  hyperlipo- 
proteinemic,  while  the  former  neonate  also  had 
elevated  triglycerides  and  was  classified  Type  I. 

Of  the  corresponding  mothers,  69  of  the  79 
had  post-partum  (fasting)  serum  lipids  within 
plus  2 standard  deviations  of  the  mean  on  all 
parameters.  Three  (3.8  per  cent)  had  elevated 
cholesterol,  and  four  showed  elevated  trig- 
lycerides. Six  mothers  had  abnormal  lipopro- 
tein patterns;  one  had  Type  IV  hyperlipop- 
roteinemia and  one  had  Type  II.  (This  latter  was 
the  mother  of  the  Type  II  male  baby.)  There  was 
no  significant  correlation  between  maternal 
age  or  race  and  lipid  concentration.  There  was 
also  no  significant  correlation  between  serum 
lipid  or  lipoprotein  values  between  pre- 
parturition maternal  sera  and  their  correspond- 


ing neonate’s  cord  blood  values,  nor  was  there 
any  difference  in  any  parameter  between  male 
and  female  newborns.  The  frequency  distribu- 
tion of  all  lipids  were  normally  distributed  ex- 
cept for  neonatal  triglycerides  and  cholesterol, 
which  were  highly  irregular. 
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Discussion 

The  results  reported  here  serve  primarily  to 
add  to  and  validate  the  practice  of  screening 
newborns  for  serum  lipids.  The  incidence  (five  of 
79,  or  6 per  cent  of  lipid  abnormalities)  in  neon- 
ates agrees  well  (as  does  the  1 per  cent  incidence 
of  Type  II  hyperlipoproteinemia)  with  the  few 
reported  results  (Table  2).  Other  factors  which 
should  be  taken  into  account  in  a widespread 
screening  effort  are  age  of  mother,  pregnancy 
complications,  circadian  effects,  racial  ana 


socio-economic  status,  psychophysiological  fac- 
tors, drugs,  or  even  altitude.  More  investiga- 
tions in  which  careful  (yet  easy  and  straight- 
forward) measurements  are  made  in  newborns 
should  result  in  a valuable  preventive  medicine 
program.* 

'From  the  Biology  Department,  Western  State  College,  Gunnison,  Colorado. 
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Rural  practitioners 

A New  Community  Student  Health  Program 


Stephen  E.  Barnett,  MD,  Miriam  Orleans,  PhD, 
Lynne  Larson,  BA,  Denver,  Colorado 


New  and  innovative  approaches  to  improve  the  deliv- 
ery of  rural  health  services  are  needed.  In  order  to 
attract  health  manpower,  university  health  science 
centers  need  to  cooperate  the  better  to  prepare  future 
practitioners  for  rural  practice.  This  article  reviews 
rural  practitioners’  responses  to  a model  university 
student  health  program  which  provides  an  educa- 
tional venture  with  new  approaches  to  assist  in  the 
delivery  of  services  to  rural  underserved  populations. 


Introduction  and  Background 

In  the  past  twenty  years  and  with  increasing 

frequency,  medical  schools  have  returned  to 
communities  as  teaching  sitesd"®  This  impor- 
tant tradition,  the  teaching  of  medicine  in 
real-world  settings,  was  overshadowed  during 
the  forties,  fifties,  and  early  sixties  by  biomedi- 
cal research  activities  supported  with  large 
governmental  grants.  Students  involved  in  the 
scientific  research  conducted  in  specialized 
fields  of  medicine,  upon  graduation  opted  for 
specialty  practices  or  for  further  intensive  re- 
search. The  work  of  the  community  practition- 
ers was  generally  devalued  as  community  prac- 
tice skills  received  less  attention  in  medical 
education.  As  it  was  recognized  that  excellence 
in  biomedical  research  did  not  necessarily  make 
health  care  more  available  nor  improve  the 
overall  health  status  of  the  population,  there 
was  a nationwide  call  for  medical  schools  to 
return  their  emphasis  to  the  training  of  com- 
munity practitioners.®’  Experiences  outside 
the  walls  of  the  university  and  hospital  were 
once  again  felt  to  be  important.®’  ® 


Since  1970,  the  University  of  Colorado  Medi- 
cal Center  (UCMC)  has  been  engaged  in  an  edu- 
cational program,  the  Student  Health  Program 
(SHP)  for  Migrant  Farmworkers  and  Rural 
Poor,^  for  health  science  students,  which  de- 
parts somewhat  from  the  usual  model.  As  in 
other  settings,  community  practitioners  are 
preceptors  of  the  program,  but  the  program  has 
some  unique  features  which  are: 

1.  Helping  rural  communities  whose  health 
manpower  is  insufficient  to  increase  health  ser- 
vices rendered  to  migrant  farmworkers  and 
rural  poor. 

2.  Providing  a practice  experience  in  rural 
community  health  for  health  science  students 
working  in  a number  of  environments  in  addi- 
tion to  the  traditional  hospital  or  office  setting. 

3.  Combining  students  from  a variety  of 
health  disciplines  into  interdisciplinary  teams 
to  assist  the  community  in  the  delivery  of  pri- 
mary care. 

In  the  summer  of  1970,  six  students  were 
assigned  to  four  preceptors  in  four  rural  Col- 
orado communities.  By  1976,  seventy  students 
(medicine  15,  dentistry  18,  nursing  17,  health 
associate  4,  nutrition  8,  and  community  health 
education  8)  were  involved  in  the  project.  Four- 
teen interdisciplinary  teams  lived  and  worked 
for  three  months  in  rural  Colorado  communities 
which  additionally  served  ten  other  small 
towns.  Forty-seven  other  preceptors  in 
medicine  and  dentistry  actively  guided  their 
field  experiences.  The  students’  activities  took 
place  in  a number  of  local  settings  including 
preceptors’  offices  (21  per  cent  medical,  14  per 
cent  dental),  temporary  community  clinics  (28 
per  cent  medical,  25  per  cent  dental),  schools  (39 
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TABLE  I 

Number  and  Per  Cent  of  Preceptors  responding  "Yes"  to  Questions 
Regarding  the  Effects  of  the  Student  Health  Program  on  Services 

1972  1973  \31h  1975  1976 


N 

% 

N 

% 

N 

N 

N 

"X 

Were 

Services  to  Migrants 

Increased? 

Medical  Preceptors 

12 

86 

8 

100 

14 

100 

26 

100 

21 

91 

Dental  Preceptors 

3 

100 

7 

100 

18 

90 

20 

100 

19 

83 

Comb i ned 

i5 

88 

15 

100 

32 

95 

46 

100 

40 

87 

Were 

Office  Services  More 

Efficient? 

Medicai  Preceptors 

8 

57 

7 

87 

8 

57 

21 

81 

20 

87 

Dental  Preceptors 

3 

100 

5 

71 

10 

50 

15 

75 

17 

74 

Comb i ned 

11 

65 

12 

80 

18 

53 

36 

78 

37 

80 

Does 

SHP  Have  Any  Lasting 

1 nf 1 uence 

on  Your  Community? 

Medical  Preceptors 

6 

43 

6 

43 

6 

43 

1 1 

42 

1 1 

48 

Dentai  Preceptors 

2 

67 

6 

86 

7 

35 

10 

50 

9 

39 

Comb i ned 

9 

47 

12 

80 

13 

38 

21 

46 

20 

44 

Medical  N=ll( 

Med.i  cal 

N=8 

Med i ca 1 

1 N=14 

Med i cal 

N =26 

Med i ca 1 

N=23 

Dental 

N=3 

Den  ta I 

N=7 

Denta 1 

N=20 

Dental 

N =20 

Denta  1 

N =24 

Combined  N=17 

Combined  N=I5 

Combined  N=34 

Combined  N=46 

Combined  N=47 

per  cent  medical,  23  per  cent  dental),  home  vis- 
its (8  per  cent  medical,  3 per  cent  dental)  and 
hospitals  (4  per  cent  medical). 

The  present  paper  focuses  on  the  reactions  of 
preceptors  to  this  educational  and  service  pro- 
gram. The  rural  physicians  and  dentists  who 
served  as  preceptors  shared  a number  of  charac- 
teristics. They  were  people  already  engaged  in 
the  care  of  migrants.  They  were  professionals 
who  were  motivated  to  teach,  despite  their  over- 
loaded practices.  They  were  committed  to 
spending  the  necessary  time  in  providing  pro- 
fessional backup  services  as  well  as  instruction. 
We  hoped  advanced  medical  and  dental  stu- 
dents would  be  found  to  be  useful  in  the  screen- 
ing and  triage  of  migrant  patients.^®  When  mi- 
grant patients  were  found  to  require  profes- 
sional care,  they  would  be  seen  by  the  precep- 
tors, who  would  then  instruct  the  students  as  to 
the  treatment  needed. 

In  order  to  obtain  preceptor  suggestions  and 
opinions  of  the  SHP,  surveys  for  the  summers  of 
1972  through  1976  were  conducted  with  the 
preceptors  in  which  three  aspects  of  the  pro- 
gram were  addressed. 

1.  Perceived  effect  on  services  to  migrants  and 
rural  poor,  e.g.,  were  services  increased  or  im- 
proved; were  the  extra  hands  useful  to  the  prac- 
titioner; were  there  lasting  effects  on  the  care 
provided  in  the  community? 

2.  Perceived  effectiveness  as  an  educational 
experience  for  students. 

3.  Educational  or  other  benefits  to  the  precep- 
tor, e.g.,  any  value  or  reward  to  the  preceptor? 


Further,  the  preceptors’  general  comments 
and  suggestions  for  change  in  the  program  were 
elicited  with  the  use  of  open-ended  items  on  the 
questionnaires.  Their  candid  views  often  di- 
rected us  to  changes  and  improvements  in  our 
program. 

Results  of  the  Survey 

1.  Preceptors’  Views  of  the  Program’s  Effects 
on  Services  (Table  I) 

Health  services  to  migrant  farmworkers  and 
rural  poor  were  increased  as  a result  of  the 
five-year  program,  according  to  most  of  the  pre- 
ceptors (87  to  100  per  cent).  Most  of  the  respon- 
dents believed  that  the  SHP  helped  to  increase 
the  efficiency  of  their  office  practices.  About  40 
per  cent  of  the  practitioners  felt  the  SHP  had  a 
positive,  lasting  influence  on  the  communities 
in  which  it  worked. 

2.  Educational  Value  of  Student  Health  Pro- 
gram for  Student  Participants  (Tables  II  and  III) 

During  the  five  year  period  of  the  survey,  the 
preceptors  felt  the  SHP  was  an  important  ex- 
perience in  the  education  of  medical  and  dental 
students.  (Table  II)  About  eighty  per  cent  of  the 
preceptors  in  1976  thought  the  students  im- 
proved their  standard  skills  (e.g.,  history- 
taking, operative  technic,  physical  exams, 
management  plans,  lab  technics,  and  factual 
knowledge).  (Table  III)  Nearly  all  of  the  physi- 
cian preceptors  felt  the  students  improved  in 
their  use  of  community  resources  and  in  making 
proper  referrals.  (Table  II)  The  per  cent  of  the 
dental  preceptors’  opinions  on  this  has  varied 
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TABLE  2 


The  Educational  Value  of  the  SHP  for  Student  Participants 

1972  1973  197'*  1975  1976 


N 

% 

N 

% 

n' 

n' 

1 

N 

% 

Is  the  SHP  a Necessary  Part 

of  the  Students'  Curriculum 

7 

Medical  Preceptors 

13 

93 

8 

100 

12 

86 

2 1 

81 

19 

86 

Dental  Preceptors 

3 

100 

6 

86 

13 

65 

16 

80 

16 

67 

Comb i ned 

16 

94 

14 

93 

25 

74 

37 

80 

35 

76 

Were  Student  Skills  in  Util 

i z i ng 

Community  Resources  Increased? 

Medical  Preceptors 

13 

93 

8 

100 

13 

93 

23 

88 

20 

87 

Dental  Preceptors 

2 

67 

6 

86 

10 

50 

15 

79 

18 

82 

Comb i ned 

15 

88 

14 

93 

23 

68 

38 

84 

38 

84 

Was  There  Improved  Transcu 1 tural 

Unde  rs  tand i ng? 

Medical  Preceptors 

12 

86 

8 

100 

13 

93 

26 

100 

21 

91 

Dental  Preceptors 

3 

100 

6 

86 

18 

90 

20 

100 

23 

96 

Comb i ned 

15 

88 

14 

93 

31 

91 

46 

100 

44 

94 

Med i cal 

N=14 

Med  i 

ical  N=8 

Med  i 

cal  N=14 

Medical  N=26 

Med i ca 

1 N=2  3 

Den  ta 1 

N=3 

Dental  N=7 

Dental  N=20 

Dental  N=20 

Den  ta  1 

N=24 

Comb i ned  N= 1 7 

Combined  N=I5 

Combined  N=34 

Combined  N=46 

Combined  H-kJ 

considerably  (50  per  cent  - 88  per  cent)  from 
1972  to  1976.  There  was  uniform  opinion  among 
the  preceptors  during  all  five  years  of  the  project 
that  student  participants  increased  their  un- 
derstanding of  the  health  related  problems  of 
people  from  cultural  backgrounds  different 
from  their  own.  (Table  II) 

3.  The  Value  of  the  Student  Health  Program 
for  Preceptors  (Table  IV) 

About  one-half  of  the  preceptors  believed  the 
SHP  was  of  educational  value  to  them  in  their 
practices.  Many  of  the  preceptors  found,  with 
pleasure,  that  they  learned  from  students.  The 
questions  raised  by  students  often  encouraged 
the  preceptors  to  increase  their  factual  knowl- 
edge. We  have  regularly  found  the  more  experi- 
enced preceptors  to  rate  the  program  more  posi- 
tively than  the  new  preceptors.  For  example, 
between  one-quarter  to  one-half  of  the  new  pre- 
ceptors felt  their  factual  knowledge  increased 
from  interaction  with  students.  However,  more 
than  half  of  the  preceptors  with  two  or  more 
years  of  experience  felt  their  own  factual  know- 
ledge increased  and  the  program  served  as  a 
vehicle  for  their  own  education.  After  five  years’ 
experience,  we  have  found  that  the  first  time 
around  as  a preceptor  is  often  more  difficult 
than  rewarding.  With  additional  years  of  parti- 
cipation, the  experience  improves. 

Summary 

The  medical  and  dental  preceptors  found  the 
program  to  be  of  educational  value  both  to 


themselves  and  the  students.  The  increased 
number  of  health  services  to  migrant  families 
was  impressive  in  number  and  provided  quality 
care.  Because  migrant  populations  vary  greatly 
each  season  in  our  rural  communities,  which 
frequently  need  more  primary  care  practition- 
ers, it  is  often  difficult  to  plan  and  deliver  pre- 
ventive and  health  maintaining  services  to  pa- 
tients but,  with  the  help  with  screening  and 
triage  provided  by  the  SHP,  practitioners  felt 
their  reduced  patient  loads  allowed  them  to 
provide  better  quality  of  service.  Spanish  speak- 
ing students  were  useful  allies  in  providing 
care. 

The  majority  of  the  preceptors  (Table  I),  espe- 
cially those  who  worked  in  the  program  two  to 
five  years,  saw  an  increased  efficiency  in  their 
offices  in  serving  migrant  families.  Since  the 
demand  and  cost  of  preceptors’  time  are  an  often 
discussed  concern  in  community  based  pro- 
grams, further  documentation  with  compara- 
tive data  on  patient  flow  would  be  useful. 

The  SHP  served  as  a continuing  educational 
experience  for  preceptors.  As  Dr.  Wesley  Eisle 
noted,  "Continuing  education  for  practitioners 
should  be  office  based,  patient  oriented,  and 
continuous. Perhaps  the  SHP  can  serve  as  a 
model  to  meet  these  criteria.  The  State  of  New 
Mexico^^  is  currently  accepting  such  an  ap- 
proach for  continuing  education  and  recertifica- 
tion requirements,  but  more  outcome  evalua- 
tion is  needed  to  document  the  efficacy  of  the 
process.  It  is  interesting  to  note  that  many  of  the 
rural  practitioners  who  served  as  preceptors 
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TABLE  3 


Number  and  Per  Cent  of  Preceptors  Acknowledging  the  Improvement  of  Students'  Clinical  Skills 

’972  1973  197’t  1975  1976 


XN 

xn' 

x% 

xn' 

xn' 

XI 

xn" 

XI 

Improvement  of  Student  Skills 

Overal 1 

Medical  Preceptors 

8 

57 

7 

88 

12 

86 

23 

88 

19 

83 

Dental  Preceptors 

2 

67 

6 

86 

1 1 

55 

16 

85 

19 

79 

Comb  1 ned 

10 

59 

13 

87 

23 

86 

40 

87 

38 

81 

Improvement  of  Student  Ski  11s- 

Breakdown : 

* 

History  Taking 

Medical  Preceptors 

8 

100 

1 1 

79 

25 

96 

18 

78 

Dental  Preceptors 

6 

86 

7 

35 

12 

67 

17 

74 

Comb i ned 

lA 

93 

18 

53 

37 

83 

35 

76 

Phys i ca 1 /O ra 1 Exam 

Medical  Preceptors 

8 

100 

12 

86 

25 

96 

20 

87 

Dental  Preceptors 

k 

57  ‘ 

1 1 

55 

16 

89 

18 

78 

Comb i ned 

12 

80 

15 

kk 

41 

93 

38 

83 

Factual  Knowledge 

Medical  Preceptors 

6 

87 

13 

93 

23 

88 

21 

91 

Dental  Preceptors 

6 

86 

12 

60 

18 

100 

20 

87 

Comb i ned 

12 

80 

15 

itA 

41 

93 

41 

89 

Minor  Lab  Technics 

Medical  Preceptors 

7 

87 

1 1 

79 

20 

77 

15 

65 

Operative/Surgical  Technics 

6 

86 

12 

60 

20 

100 

22 

91 

* No  information  available  for  1972 


were  unable  to  take  advantage  of  tuition  waiv- 
ers for  continuing  educational  programs  at  the 
UCMC  because  of  their  busy  practices. 

In  many  communities  the  influence  of  the 
SHP  persisted  after  the  summer  migrant  season 
when  the  farmworkers  left.  Student  teams  have 
helped  communities  to  obtain  funding  for  five 
family  and  migrant  health  centers  and  to  re- 
cruit health  manpower.  A number  of  past  pro- 


gram participants  (five  physicians,  six  dentists, 
one  child  health  associate  and  over  a dozen 
nurses)  are  among  health  professionals  going  to 
rural  Colorado  communities.  The  long-term  be- 
nefits to  the  community  which  sponsors  such  a 
service/leaming  experience  for  health  science 
students  are  increasingly  visible. 

The  problems  of  health  care  delivery  in  rural 
communities  will  not  be  solved  separately  by 


TABLE  k 

Preceptors'  View  of  the  Educational  Value  of  the  SHP  for  Themselves 

1972  1973  197’<  1975  1976 


N 
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money,  manpower,  or  magnificent  facilities.  We  our  future  health  practitioners  to  these  models 

believe  the  innovative  models  in  group  practice  and  to  stimulate  their  imaginations  to  create 

using  interdisciplinary  team  approaches  and  new  ones.  One  way  to  accomplish  this  is  through 

new  allied  health  practitioners  will  be  needed  to  educational  ventures  in  rural  areas  in  which 
attract  and  retain  health  manpower  in  rural  real  life  learning  experiences  occur.* 


communities.  However,  it  is  necessary  to  expose 
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Rangely  Doctor  Studies  Indian  Ear  Ailments 

Patrick  R.  Burkett,  MD,  a Navy  Captain,  assistant  chief 

of  staff  of  the  Department  of  Otolaryngology  and  Maxillofa- 
cial Surgery  at  the  Naval  Regional  Medical  Center  in  Oak- 
land, California,  has  led  intensified  efforts  in  the  Otitis 
Media  Program  for  the  U.S.  Public  Health  Service  at  a 
number  of  Indian  reservations.  Dr.  Burkett  has  developed 
new  approaches  to  the  cure  of  chronic  ear  disease  and  ear 
drum  perforation  among  Indians  through  use  of  a C02  laser 
machine. 

Colorado  Doctors  Named  Fellows 


Hawes  Goes  to  Sea 

Charles  R.  Hawes,  director  of  the  Cardio-Pulmonary  De- 
partment of  the  Children’s  Hospital,  Denver,  conducted  in- 
formal training  sessions  last  October  in  cardiology  for  the 
medical  officers  and  corpsmen  of  the  USS  Coral  Sea,  provid- 
ing six  hours  of  seminars  and  demonstrations.  Dr.  Hawes 
was  one  of  380  guests  of  the  ship  from  Pearl  Harbor  during 
its  seven-day  return  to  its  home  port,  Alameda,  California. 
Guests  consisted  of  fathers,  sons,  brothers,  and  several 
grandfathers  of  the  ship’s  officers  and  men.  Dr.  Hawes’  son 
Bruce  is  an  aviation  structural  mechanic  attached  to 
Fighter  Squadron  191  embarked  on  the  Coral  Sea. 


Doctors  Jimmie  L.  Eller  of  Aurora  and  Charles  E.  Seibert 
of  Littleton  have  been  named  Fellows  of  the  American  Col- 
lege of  Radiology,  and  received  certificates  during  the  an- 
nual meeting  in  San  Diego  last  April.  Dr.  Eller  is  affiliated 
with  Denver  General,  Colorado  General,  Porter  Memorial, 
and  St.  Joseph  hospitals.  Dr.  Seibert  is  affiliated  with 
Swedish  Medical  Center  and  National  Jewish  Hospital. 


Jennings  Honored 

Charles  D.  Jennings,  MD,  Great  Falls,  Montana,  was 
recently  elected  to  associate  membership  in  the  American 
Society  for  Surgery  of  the  Hand  at  its  annual  meeting  in 
Dallas. 


Allergy  Paper  Presented  by  Denver  Doctors 

The  question  of  antibiotic  use  in  treatment  of  asthma  in 
adults  was  studied  in  a paper  presented  at  the  34th  Annual 
Meeting  of  the  American  Academy  of  Allergy,  held  in 
Phoenix,  Arizona,  by  L.L.  Langston,  Jr.,  MD,  National 
Jewish  Hospital,  Denver,  with  further  research  by  Doctors 
D.  W.  Hudgel,  K.  McIntosh,  and  J.S.  Seiner  of  the  University 
of  Colorado  Medical  Center  at  Denver.  S.  Allan  Bock,  MD, 
also  of  National  Jewish  Hospital,  gave  a paper  on  "Diag- 
nosis and  Immunologic  Mechanism  of  Hypersensitivity 
Reactions  to  Food.’’  Dr.  Bock  also  delivered  to  a workshop 
paper  on  "Skin  Testing  as  a Useful  Procedure  in  Studying 
Food  Hypersensitivity.” 


Doctors  Named  to  Board  of  Medical  Examiners 

Governor  Apodaca  of  New  Mexico  has  named  Howard 
Smith,  MD,  Roswell,  to  a four-year  term  on  the  Board  of 
Medical  Examiners,  while  Kent  Jacobs,  MD,  Las  Cruces, 
was  named  to  replace  Bill  Sedgwick,  MD. 


Sadler  Receives  Grant 

F or  coining  the  term  "battered  parent  syndrome”,  John  E . 
Sadler,  Jr.,  MD  of  National  Jewish  Hospital  and  Research 
Center  has  been  awarded  $15,000  for  continued  studies  in 
the  field  of  the  psychological  problems  of  parents  of  chroni- 
cally ill  children,  a grant  from  the  Jean  Kohn  Neufeld 
Foundation  of  Denver. 

Kroger  Takes  Reins 

Stephen  Kroger,  MD,  was  elected  president  of  the  Col- 
orado Society  of  Internal  Medicine  during  its  annual  meet- 
ing in  Colorado  Springs,  in  January.  Dr.  Kroger  practices  in 
Longmont  where  he  is  a specialist  in  diabetic  care.  He  also 
holds  a clinical  faculty  appointment  in  the  School  of 
Medicine  as  well  as  the  School  of  Pharmacy  of  the  Univer- 
sity of  Colorado  Medical  Center. 

Austin  Named  FeEow 

Lawrence  E.  Austin,  MD,  chief  of  staff  at  Parkview  Epis- 
copal Hospital,  and  a staff  member  at  St.  Mary-Corwin 
Hospital  since  1971,  was  named  a Fellow  in  the  American 
Psychiatric  Association.  At  the  May  annual  meeting  of  the 
Association  he  received  a fellowship  medallion  during  the 
convocation  of  fellows  ceremony. 


Stagnone  Takes  Office 

James  J.  Stagnone,  MD,  Albuquerque,  took  office  as  Pres- 
ident of  the  New  Mexico  Dermatological  Society  recently. 


University  of  New  Mexico  School  of  Medicine 
Pitcher  Named  to  Position 

James  L.  Pitcher,  MD,  chief  of  the  department  of 
medicine  at  William  Beaumont  Army  Medical  Center,  El 
Paso,  Texas,  has  been  named  associate  dean  of  clinical  af- 
fairs at  the  University  of  New  Mexico  School  of  Medicine, 
and  medical  director  of  the  Bernalillo  County  Medical 
Center.  Pitcher  is  the  personal  physician  for  former  chair- 
man of  the  U.S.  Joint  Chiefs  of  Staff,  General  Omar  Bradley, 
the  only  living  five-star  general  in  the  U.S.  Army. 
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Ronnie  Posey  takes  honors 


23rd  Colorado  State  Science  Fair 

The  23rd  Colorado  State  Science  Fair  was  held  April  11  to  13  at 
the  Blue  Mall  Mezzanine  in  Cinderella  City,  Englewood,  Colorado, 

This  year’s  competition  relected  the  current  concern  with  energy 
sources,  and  solar  energy  was  heavily  represented  in  such  displays  as 
a “Solar  Oven,”  “Solar  Panel, ”»“Solar  Energy  for  the  Future  or 
Now?”  and  “Can  the  Sun  be  Used  to  Make  Oil  Out  of  Oil  Shale?” 
Considering  the  volatile  nature  of  solar  energy  it  was  not  surprising 
to  have  an  entry  on  “Sunspots  and  How  They  Affect  the  Weather.” 

Peter  Sandbom,  a 1975  Overall^ winner  in  the  Junior  High  com- 
petition, a 1 976  Overall  winner  in  the  Senior  High  group,  and  second 
ranking  Overall  winner  in  the  1977  competition,  was  Overall  winner 
in  the  1978  contest. 

Sandbom,  a 12th  grade  student  at  Fort  Collins  High  School,  Fort 
Collins,  received  eleven  distinct  honors  for  his  exhibit  on  “Com- 
bined Free  and  Forced  Convection.”  His  was  the  best  exhibit  in  the 
Aerospace  Engineering  group,  and  was  first  in  Senior  High  exhibits 
related  to  Aerospace.  His  was  the  best  exhibit  in  Senior  High 
Meteorology  or  Oceanography  as  well  as  the  best  exhibit  related  to 
Mechanical  Engineering. 

Sandbom  also  won  the  Denver  Post  Book  Award  as  the  top 
exhibitor  in  the  Science  Fair.  He  took  first  place  in  Senior  High 
Engineering,  and  won  the  Engineering  Award  from  Alumni  in  Col- 
orado of  the  Massachusetts  Institute  of  Technology,  as  well  as  the 
U.S.  Department  of  Commerce  Career  Opportunity  Award.  He  took 
First  Place  in  Senior  High  Engineering  exhibits,  and  was  First  in  all 
senior  exhibits. 

Ronnie  Posey,  12th  grade  student  at  Dove  Creek’s  Dolores  High 
School,  was  honored  for  displaying  the  best  exhibit  in  the  Senior 
High  group  of  displays  in  the  area  of  science  and  the  art  of  good  land 
usage.  His  exhibit  was  on  the  “Growth  Effects  of  Common  Live- 
stock Grazing  on  Oats  and  Barley  Grown  on  Cultivated  Pastures.” 
He  also  received  an  Environmental  Conservation  Certificate  from 


the  National  Park  Service.  For  his  exhibit  he  also  received  an  Honor- 
able Mention  in  the  Botany  class. 

Patty  Sandbom,  1 1th  grade  student  at  Fort  Collins  High  School, 
took  five  honors.  She  was  awarded  an  Eastman  Kodak  Company 
award  for  the  most  effective  use  of  photography.  Her  exhibit  on 
“The  Physics  of  Flow  Around  Bodies”  was  also  honored  by  the 
Marine  Technology  Society  and  the  U.S.  Naval  Institute  as  the 
outstanding  project  in  Ocean  Engineering. 

Patty  received  a National  Aeronautics  and  Space  Administration 
certificate  for  Aerospace  Research,  and  an  Honorable  Mention  for  a 
Senior  High  display  from  the  Society  of  Women  Engineers,  Denver 
Chapter.  She  also  received  a Special  Award  for  an  exhibit  concern- 
ing the  Physical  Sciences. 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, anci  preferably  on  standard  S'A  .x  1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
page  a brief  paragraph  stating  what  the  article  is  designed  to 
show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”;  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  which 
reflect  priority  of  original  research,  are  given  special  consider- 
ation. State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization- announcements  are  given 
priority. 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  S'/a  x 1 1 inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  For  this 
reason,  and  because  'of  financial  and  space  limitations,  we 
request  that  copy  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations  or 
“cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
enhance  the  value  of  the  article.  Clear  photos,  simple 
diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  with  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able. 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  why  the  case  is  presented.  The  report 
follows  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  simplicity,  editorial  policy  and  discretion. 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
“Bibliography.”  The  latter  implies  everything  in  the  literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.:  Pyelonephritis  in  Infancy.  JAMA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help  j 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author,  ■ 
and  prompt  return  is  essential.  Authors  should  correct  ' 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not  j 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which  ^ 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 

an  article  reaches  the  galley-proof  stage,  the  author  may  NOT  ! 
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(jtal  staff  chiefs  of  about  7,000  hospitals  were 
pa  letter  from  the  AMA  to  adopt  resolutions  sup- 
ir  the  Voluntary  Effort—the  national  Voluntary  Cost 
|iment  Program  organized  by  the  AMA,  the 
Iran  Hospital  Assn.,  and  the  Federation  of 
fcan  Hospitals.  The  program  seeks  to  reduce 
liJ  revenue  increases  by  2%  a year  over  the  next 
^irs.  “The  medical  profession’s  concern  for  the  pa- 
V he  AMA  said,  “makes  it  our  responsibility  to  seek 
iximum  efficiency  and  economy  in  health  care 
' which  can  be  achieved- without  detriment  to  the 
of  that  care.”  Similar  letters  were  sent  by  the  AHA 
^)ital  chief  executive  officers. 

k Fore©  on  Air  Emergency  Preparedness  will  be 
;hed  by  the  AMA  Commission  on  Emergency 
ff(  I Services.  The  task  force  will  be  composed  of 
rission  members  and  will  coordinate  AMA  ac- 
\ with  other  organizations  and  assist  in  the  develop- 
I f a national  plan  for  air  emergency  preparedness. 

tJVIA  urged  fraud  and  abuse  information  officers 
ten  regional  offices  to  develop  working  reia- 
jhs  with  state  medical  associations.  At  a con- 
)i  attended  by  representatives  of  medicine,  federal 
'i  ate  government,  and  the  media,  the  newly 
g ited  officials  were  briefed  on  their  task  of  inform- 
f public  about  enforcement  of  the  new  Medicare- 
kid  anti-fraud  legislation.  Government  speakers  on 
) gram  said  a strong  fraud  and  abuse  prevention 
r<i  is  being  planned. 


Television  violence  dropped  sharply  last  year  from 
the  record  high  reached  in  1976,  according  to  a study 
conducted  by  researchers  at  the  U.  of  Pennsylvania,  An- 
nenberg  School  of  Communications.  The  study  also 
showed  that  NBC  was  the  most  violent  network  in  the 
1977  fall  season,  while  ABC  edged  out  CBS  as  the  least 
violent.  The  study  was  partially  funded  by  a $98,438  grant 
from  the  AMA  allocated  over  a three-year  period  and 
reviewed  annually.  The  grant  was  renewed  this  year  fora 
one-year  period  in  the  amount  of  $32,812. 

The  Board  of  Trustees  approved  the  concept  of  AMA 
Seasonal  Meetings  designed  to  offer  a wide  variety  of 
educational  programs.  The  proposal,  prepared  by  the 
Council  on  Continuing  Physician  Education,  provides  for 
two  Seasonal  Meetings  each  year,  in  addition  to  the 
Winter  Scientific  Meeting  and  the  Regional  Meetings. 
The  council  is  developing  plans  to  work  with  specialty 
societies  in  programming  the  Seasonal  Meetings. 

The  U.S.  Supreme  Court  affirmed  without  opinion  the 
ruling  of  a lower  court  upholding  the  constitutionality  of 
the  1974  health  planning  law.  A federal  court  in  Raleigh, 
N.C.,  last  August  ruled  that  the  law  is  constitutional  and 
that  Congress  can  attach  any  conditions  it  wants  to  the 
distribution  of  federal  funds.  The  AMA,  the  states  of 
Nebraska  and  North  Carolina,  and  the  North  Carolina 
Medical  Society  appealed  to  the  Supreme  Court.  They 
argued  that  the  law’s  requirement  that  states  pass 
certificate-of-need  legislation  before  receiving  federal 
grants  was  an  unconstitutional  violation  of  states’  rights. 


MA  grant  of  $300,(X)0  was  awarded  to  the  United 
K Pharmacopeia  to  expand  its  official  compendium 
: de  all  drugs  marketed  in  the  U.S.  The  next  edition 
3 will  contain  information  on  drug  use  and  side  ef- 
i lat  can  be  conveyed  to  the  patient  by  the  phar- 
; t when  instructed  to  do  so  by  the  physician.  The 
k ill  work  with  USP  to  assure  that  dispensing  infor- 
3 is  medically  appropriate. 

' I lUing  Medical  Education  courses  being  of- 
I lis  year  during  AMA  meetings  have  been  pub- 
i E 1 a reference  catalog  for  physicians.  The  “AMA 
* ing  Medical  Education  Catalog”  also  includes  in- 
,t  a )n  on  Videoclinics  for  hospital  or  home  study, 
>1  Medical  Staff  Training  Seminars,  Risk  Manage- 
I eminars,  and  Negotiations  Seminars  and  In- 
1 For  a complimentary  copy  of  the  catalog  write 

1r  Meeting  Services,  AMA  Headquarters. 

8 


The  nation’s  medical  schools  this  year  will  receive 
$1,150,0(30  in  AMA-ERF  unrestricted  grants.  The  grants 
are  made  possible  by  the  contributions  of  individual 
physicians  and  medical  societies,  the  fund-raising  efforts 
of  medical  society  auxiliaries,  and  donations  from  others 
wishing  to  support  medical  education.  AMA-ERF  grants 
to  medical  schools  have  averaged  more  than  $1  million 
annually  for  the  past  28  years. 

AMA  operating  revenues  and  other  income  were 
$60,924,652  in  fiscal  1977  while  operating  expenses  were 
$46,096,034.  AMA  EVP  James  H.  Sammons,  MD,  said, 
“The  operating  gain  of  $14,828,618  enabled  us  to  con- 
tinue to  replenish  our  reserves  as  directed  by  the  House 
of  Delegates  during  our  1975  Annual  Meeting,”  and  per- 
mits the  AMA  to  “look  ahead  with  confidence.”  Dr. 
Sammons  added  that  the  priority  now  is  “to  give  more  at- 
tention to  the  Association’s  goals  over  the  next  decade.” 


161 


Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
Jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center  f 

2045  Franklin  Street  f 

Denver,  Colorado  80205  jH 

303/861-2007  I 


Colorado 

Clare  Cottrell  Wiley,  MD 
88th  Past  President 
Colorado  Medical  Society 

Doctor  Clare  Cottrell 
Wiley  who  became  President 
of  the  Colorado  Medical  Soci- 
ety at  a time  of  crisis  died 
April  22  in  Longmont  after  a 
long  illness. 

Doctor  Wiley  had  served 
three  months  as  Vice  Presi- 
dent of  the  Society  when  the 
illness  of  Doctor  Gatewood 
Milligan  forced  his  resigna- 
tion, and  as  it  is  recalled,  an 
officer  of  CMS  called  him 
with  the  word  that  "Clare, 

Gate  has  resigned,  so  you  are 
President,  automatically,  as 
of  now.”  That  was  December  27,  1957. 

Though  hardly  prepared  for  the  task.  President 
Wiley,  according  to  the  Colorado  Edition  of  the  Rocky 
Mountain  Medical  Journal  of  June  1971,  "took  hold 
in  a manner  that  belied  the  terror  he  had  expressed 
privately  a week  earlier  when  warned  that  President 
Milligan  was  ill  and  might  resign.  But  the  remain- 
ing nine  months  of  that  CMS  year  were  conducted 
with  such  sure-footed  poise  that  many  wondered  how 
in  the  world  Clare  did  it.  Other  CMS  officers,  how- 
ever, knew  the  answer.  He  had  immediately  spent 
long  days  in  the  Executive  Office,  meeting  with  Trus- 
tees, Past  Presidents,  committeemen  and  staff,  and 
reading  old  files  at  night.  Within  a very  few  weeks  he 
was  speaking  confidently  before  county  medical 
societies  and  representing  CMS  at  regional  and  na- 
tional meetings.” 

Doctor  Wiley  was  horn  August  12,  1916  in  Impe- 
rial, Nebraska.  He  received  his  medical  education 
from  the  University  of  Nebraska  College  of  Medicine, 
and  was  graduated  in  1941.  He  interned  at  Long 
Island  College  Hospital  during  1941-42,  and  follow- 
ing this,  he  served  as  a medical  officer  in  the  U.S. 
Navy  during  World  War  II,  with  duty  in  the  South 
Pacific  with  the  22nd  Marine  regiment.  He  was 
awarded  a Bronze  Star  for  meritorious  service. 

Doctor  Wiley  emerged  from  the  war  as  a Lieuten- 
ant Commander.  He  settled  in  Longmont,  Colorado, 


first  in  solo  general  practice,  and  since  1947  as  a 
partner  in  the  Longmont  Clinic,  where  he  practiced 
pediatrics. 

Doctor  Wiley  belonged  to  Emeritas  of  the  Boulder 
County  Medical  Society,  and  served  from  1955 
through  1967  on  a great  many  committees  of  the 
Colorado  Medical  Society. 

His  community  involvements  were  many.  He  was  a 
member  of  Nu  Sigma  Nu,  honorary  medical  frater- 
nity, and  was  a member  of  the  St.  Vrain  Lodge  23  AF 
and  AM  Colorado  Consistory  No.  1 of  Denver.  He 
belonged  to  Phi  Gamma  Delta  at  the  University  of 
Nebraska,  and  served  five  years  as  president  of  the 
St.  Vrain  Music  Association. 

He  is  survived  by  Mrs.  Wiley;  two  sons,  Jeffrey  C. 
and  David  M.,  both  of  Longmont;  a daughter.  Sue 
Ann  Wiley  of  Longmont,  and  a brother.  Dr.  Stuart 
Wiley,  Gering,  Nebraska. 


Doctor  Marvel  Leaman  Crawford  passed  away 
December  4,  1977.  Services  were  held  in  Denver. 

Bom  in  Hastings,  Nebraska,  he  received  his  un- 
dergraduate training  in  Denver  then  attended  the 
University  of  Colorado,  then  went  to  Tulane  Medical 
School  for  two  years  and  came  back  to  Colorado  Uni- 
versity Medical  School  to  finish  his  medical  training. 
He  then  interned  at  Charity  Hospital  in  New  Or- 
leans. 

Dr.  Crawford  practiced  in  Akron,  Colorado  for 
seven  years  before  going  to  Steamboat  Springs  where 
he  practiced  until  about  10  years  before  his  death.  He 
was  forced  by  ill  health  to  spend  a good  deal  of  his 
time  in  Arizona  during  the  last  years  of  his  life.  He 
was  blessed  with  musical  talent  and  was  able  to  earn 
considerable  part  of  his  way  through  school  with  his 
voice  and  piano  playing. 

He  was  a member  of  Northwestern  Medical  Soci- 
ety, also  Colorado  Medical  Society,  American  Medi- 
cal Society  and  American  Association  of  General 
Practice.  He  served  in  the  U.S.  Marine  Corps  in  1918. 

He  is  survived  by  his  widow  and  four  children,  one 
of  them  being  the  Marvin  Crawford  of  skiing  fame. 


Funeral  services  for  Doctor  Raymond  Thomas 
Shima  were  held  in  Rocky  Ford  on  December  12, 
1977.  Dr.  Shima  died  of  a heart  attack. 

He  was  born  in  Montgomery,  Minnesota, 
November  13,  1907  and  had  his  early  education  in 
Minnesota.  He  graduated  from  the  University  of 
Minnesota  Medical  School. 

He  practiced  several  places  in  Minnesota  and  then 
came  to  Colorado  in  1947  and  practiced  in  Rocky  Ford 
until  the  time  of  his  death.  He  was  a member  of  his 
local  County  Medical  Society  as  well  as  the  Colorado 
Medical  and  American  Medical  Societies.  He  was  also 
a member  of  the  American  College  Railway  Sur- 
geons. 

He  is  survived  by  his  widow,  Elizabeth  Marie,  and 
six  children. 


for  1978 
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Doctor  Henry  B.  Lehrburger  died  Sunday, 
March  5,  1978  at  Rose  Memorial  Center  at  age  60. 
Memorial  services  were  held  in  Denver. 

Dr.  Lehrburger  was  born  July  12,  1917  in  New 
York  City  and  graduated  from  the  University  of  Col- 
orado Medical  School  in  1943.  He  trained  as  a 
psychiatrist  at  Veterans  Hospital  in  Denver.  He  was 
in  private  practice  and  also  a consultant  to  AMC 
Cancer  Research  Center.  He  was  a member  of  the 
Denver  Medical  Society,  Colorado  Medical  Society, 
American  Medical  Association  and  American 
Psychiatric  Association. 

In  1950  he  married  Sheila  Caroline  Lewis,  and  is 
survived  by  his  widow  and  three  sons  and  two 
daughters. 


Doctor  Abe  Ravin  died  February  17, 1978  at  Rose 
Medical  Center.  Services  were  held  in  Denver. 

Dr.  Ravin  was  born  in  Denver,  September  9, 1908. 
He  obtained  all  his  education  in  Colorado,  earning 
his  M.D.  at  University  of  Colorado  Medical  School  in 
1932.  In  addition  to  this  he  served  a Fellowship  at 
Harvard  1939-1941. 

His  entire  working  life  was  devoted  to  the  study 
and  care  of  cardiovascular  diseases.  His  citations  and 
awards  were  almost  unlimited.  He  is  credited  with  at 
least  75  medical  publications  and  2 books  on  Cardiac 
Disease.  In  1969  he  received  the  Gifted  Teacher 
Award  from  the  American  College  of  Cardiology. 

One  of  his  most  outstanding  achievements  was  the 
development  of  his  records  of  simulated  heart  tones, 
this  record  reached  over  the  1 million  mark  and  was 
the  first  gold  medal  record  awarded  for  medical 
recording — this  record  was  given  to  every  sophomore 
medical  student  in  the  nation. 

He  was  winner  of  the  Golden  Heart  award  of  the 
Colorado  Heart  Association,  the  Silver  and  Gold 
Award  by  the  Colorado  University  Medical  School 
and  the  Award  of  Honor  from  General  Rose  Hospital. 

He  is  survived  by  his  wife  Rose,  who  was  a practic- 
ing Dermatologist  for  many  years,  and  a son  Thomas 
H.  Ravin  of  Denver  and  a daughter.  Dr.  Lenore 
McKnight  of  Lafayette,  California. 


Montana 

Doctor  Maurice  Alvin  SbiUington,  formerly  of 
Glendive,  Montana,  died  in  Fort  Lauderdale,  Florida 
on  February  1 at  the  age  of  86.  Doctor  Shillington 
presided  over  the  Montana  Medical  Association  dur- 
ing the  1946-47  administrative  year,  and  in  1953  was 
given  honorary  membership.  He  had  been  a member 
of  the  Montana  association  and  of  the  American  Med- 
ical Association  since  1939. 

Doctor  Edmund  Amos  Welden  of  Aspen,  Col- 
orado, who  had  practiced  in  Lewistown,  Montana  for 
nearly  50  years  died  January  1 at  the  age  of  90. 


Tablets 

Percodan® 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4,50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  formingl,  224  mg.  aspirin.  160  mg. 
phenacetin,  and  32  mg.  caWeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done. aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN",  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN  » is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN  *-  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN*  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  ha?  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN  * should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN*  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN®  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN  ® should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  seventy  of  the  pain  and  the 
response  of  the  patient.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN  ® may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1 . DctcnninC  n66d  what  is  causing  pain?  How  is  it  perceived  by 

you  and  your  patient? 


2.  Prescribe  a rapid- 
acting agent 


Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 


3 . MinimiES  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients. 

Schedule  II  classification  means  no  refills,  no 
telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 
needs. 


4.  Provide  adequate 
analgesia  vrith 
minimum  doses 


Consider  PERCODAN®  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours- 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 

IPEI 

each  yellow,  scored  tablet  contains:  4.50  mg  oxycodone  HCI 
(WARNING:  may  be  habit  forming),  0,38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming),  224  mg  aspirin,  1 60  mg 
phenacetin,  32  mg  caffeine 


ERCODAN®  is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


Iblinase 

tolazamide,Upjolin 

Please  contact  your  Upjohn  representative  for  additional  product  information. 
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From  Page  144 

Answer:  This  is  an  extremely  rapid  tachycar- 
dia at  approximately  162  beats/min. 

The  first  question  to  resolve  is  whether  this  is 
a supraventricular  or  ventricular  mechanism; 
i.e.,  is  it  a narrow  or  wide  QRS  tachycardia? 
Careful  inspection  shows  that  the  QRS  interval 
is  normal  (approximately  80  msec.);  this  rules 
out  SVT  with  aberrant  conduction  and  ven- 
tricular tachycardia.  The  next  question  is 
whether  there  is  atrial  or  P-wave  activity? 
Again,  careful  inspection  reveals  negative  de- 
flections at  regular  intervals  at  precisely  twice 
the  QRS  rate;  this  highly  suggests  atrial  activ- 
ity at  a rate  of  324  beats/min.  Any  supraven- 
tricular tachycardia  with  an  atrial  rate  between 
300  and  350  beats  beats/min.  should  raise  the 
question  of  atrial  flutter. 

While  the  diagnosis  of  atrial  flutter  is  dif- 
ficult to  make  when  there  is  2:1  A-V  conduction, 
this  case  is  certainly  suggestive  because  of  the 
absence  of  an  isoelectric  baseline  in  the  rhythm 
strip.  It  is  easy  to  confuse  the  flutter  wave  fol- 
lowing the  QRS  with  an  inverted  or  biphasic 
T-wave. 


Because  this  patient  had  just  undergone  open 
heart  surgery,  temporary  electrodes  had  been 
implanted  in  the  atria  for  the  diagnosis  and 
treatment  of  tachyarrhythmias.  An  intra-atrial 
electrocardiogram  taken  from  the  atrial  elec- 


trodes is  shown  in  the  top  strip  of  figure  2,  with 
simultaneous  leads  VI  and  V2  shown  below.  It 
is  obvious  that  there  are  two  atrial  deflections 
or  F-waves  for  every  QRS.  This  is  consistent 
with  an  atrial  rate  of  approximately  324  beats 
per  minute  and  confirms  the  diagnosis  of  atrial 
flutter  with  2:1  A-V  block.  Figure  3 shows  what 
happened  when  rapid  electrical  stimuli  to  the 
atria  at  approximately  400  per  second  were  de- 
livered through  the  atrial  electrode.  The 
pacemaker  spikes  can  be  seen  being  delivered 
after  several  beats  in  the  top  strip  at  a rate  of 
approximately  400/sec.  Within  a few  seconds 
one  can  see  slowing  of  the  ventricular  rate  and 
the  appearance  of  clearcut  flutter  waves.  (The 
pacer  spikes  are  retouched. ) 


Fig.  3 

In  the  lower  strip  the  pacemaker  is  suddenly 
turned  off  and  after  several  beats  of  unclear 
origin,  sinus  rhythm  is  restored.  The  flutter 
mechanism  (a  circus  movement  within  the 
atria)  was  interrupted  by  the  more  rapid  atrial 
stimulation  rate,  allowing  resumption  of  sinus 
rhythm.  Other  more  routine  treatment  mod- 
alities would  include  intravenous  digitalis  or 
mopranolol  to  slow  the  ventricular  rate,  or 
low-energy  cardioversion.  Most  patients  with 
atrial  flutter  will  "block  down”  nicely  with  di- 
gitalis and  subsequently  can  be  converted  to 
sinus  rhythm  with  the  additional  institution  of 
quinidine;  some  individuals  will  readily  convert 
from  atrial  flutter  to  sinus  rh3dhm  with  di- 
gitalis alone.  In  patients  who  have  been  given 
substantial  amounts  of  digitalis  and  in  whom  a 
rapid  ventricular  rate  is  felt  to  be  clinically 
hazardous,  cautious  use  of  intravenous  prop- 
ranolol in  doses  of  1-2  mgm.  slowly  will  invari- 
ably slow  the  ventricular  rate  and  occasionally 
lead  to  actual  reversion  to  sinus  rhythm.  Con- 
traindications for  the  use  of  this  drug  includes 
severe  chronic  obstructive  lung  disease  and 
overt  heart  failure,  although  if  the  heart  failure 
is  exacerbated  by  the  arrhythmia,  then  the 
propranolol  may  be  successful  and  safe.  Finally, 
there  are  a number  of  experts  who  feel  that 
cardioversion  is  the  method  of  choice  in  convert- 
ing atrial  flutter.  This  can  be  done  with  ex- 
tremely low  energy  settings  such  as  15-25  watt 
seconds. 

Jonathan  Abrams,  MD 
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WANT  ADS 


MEDICAL  OPPORTUMTIES 


GENERAL  PRACTITIONER  WANTED:  To  join  GP  group. 
Accredited  hospital.  Full  privileges.  Write:  Fort  Morgan  Medical 
Group,  P.C.,  9th  and  Main  Streets,  Fort  Morgan,  Colorado  80701. 
We  are  80  miles  from  Denver  and  the  mountains.  Call:  (303)  867- 
5681.  577-12-TFB 


OTOLARYNGOLIST.  Two  Otolaryngologists  in  practice  for  5 
years  in  Southern  Colorado  looking  for  third  associate.  Write  or  call: 
J.V.  Cichon,  MD,  1925  E.  Oman  Avenue,  Suite  237,  Pueblo, 
Colorado  81004,  or  Call:(303)  564-8750.  178-2-3 


WANTED:  GENERAL/FAMILY  PRACTITIONERS.  Two  desired 
to  join  three-physician  health  center  operating  three  satellite  clinics. 
Fishing,  hunting,  boating  immediately  available.  Skiing  within  one 
hour  travel.  Rural  family  lifestyle.  Contact:  Richard  R.  Bell,  Execu- 
tive Director,  Coulee  Community  Hospital  Box  H.  Grand  Coulee, 
Washington  99133,  or  Call:  (509)  633-1753.  178-8-3B 


WANTED:  Locum  Tenens  physicians  for  rural  communities  of 
mountain  states.  Excellent  compensation  plus  benefits,  and  flexible 
practice  arrangements.  For  information,  call  collect  to  Office  of  the 
Medical  Director,  or  write  Health  Services  Research  Institute,  715 
East  3900  South,  Suite  205,  Salt  Lake  City,  Utah  84107.  Call;(801) 
261-1000.  178-9-3B 


WYOMING.  New  200  bed-hospital  in  southwestern  Wyoming,  as 
well  as  an  Emergency  Medicine  practice  in  the  northeastern  Wyom- 
ing area.  Flexible  scheduling.  Excellent  outdoor  areas  for  hunting, 
fishing.  Only  I'h  hours  from  Jackson  Hole,  Grand  Tetons,  and  West 
Yellowstone.  Send  curriculum  vitae  to:  John  Crewes,  MD,  Chase 
Stone  Center,  Holly  Sugar  Building,  Suite  440,  Colorado  Springs, 
Colorado,  80903,  or  call:  1-800-325-3982,  Ex.  220.  Toll 
Free.  378-3-2B 


JACKSON  HOLE,  WYOMING.  Positions  open  for  Emergency 
Department  physicians  for  summer  locum  tenens.  Begin  June  1, 
1978  and  return  to  your  regular  program  on  August  31,  1978. 
Vacation  area  near  Grand  Teton  and  Yellowstone  National  Park. 
Flexible  scheduling.  $3,200  per  month,  paid  malpractice.  Send 
curriculum  vitae  to:  John  Crewes,  MD,  Chase  Stone  Center,  Holly 
Sugar  Building.,  Suite  440,  Colorado  Springs,  Colorado,  80903,  or 
call:  1-800-325-3982,  Ext.  220.  Toll  Free.  378-4-2B 


MONTANA — Big  Sky  Country  has  immediate  opening  for  Clinical 
Director  at  Boulder  River  School  and  Hospital,  Boulder,  Montana. 
Prefer  FP,  Internist,  or  pediatrician.  Responsible  for  clinical  services 
in  institution  for  mentally  retarded.  Boulder  located  on  eastern  slope 
of  Continental  Divide,  in  heart  of  big  game  hunting  and  fishing. 
Institution  population  of  300,  with  staff  of  596.  Community  popula- 
tion 1,000,  located  in  mountainous  area.  Starting  salary  range  bet- 
ween $36,000  and  $48,000  annually,  depending  upon  training  and 
experience,  with  excellent  benefits.  Foreign  medical  graduates  must 
have  ECFMG  and  FLEX.  Direct  inquiries  to  Personnel  Office, 
Boulder  River  School  and  Hospital,  Boulder,  Montana  59632 

378-8-2B 
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WANTED:  FP  for  Family  Practice  in  Northern  Nevada.  No  OB. 
4-man  incorporated  group,  in  pleasant,  fast  growing  community  in 
the  West.  $3, 500/mo.;  bonuses;  expenses  paid  and  many  fringe 
benefits.  Eligible  for  full  partnership  in  October  1979.  Ideal  climate. 
Excellent  facilities  for  all  seasonal  recreation.  Contact:  Dr.  Watson 
or  Dr.  Hendrick,  850  1 Street,  Sparks,  Nevada  89431.  Phone:  (702) 
358-4755.  378-1 1-2B 


OB/GYN — Board  Certified  or  Board  eligible  for  Western  Colorado 
14- man  multi-specialty  group.  Balanced  practice  and  recreation  op- 
portunity. Area  served  provides  skiing,  mountain  trails,  fishing,  etc. 
Modem  clinic,  facility  located  next  to  community  hospital.  Send 
resume  or  contact:  G.  Thomas  Morton,  MD,  Glenwood  Medical 
Associates,  P.O.  Box  907,  Glenwood  Springs,  Colorado 
81601.  578-26-TFB 


PHYSICIAN’S  ASSISTANT-BOARD  CERTIFIED,  graduate  Al- 
bany Medical  College.  Primary  Care  Program.  Currently  employed 
in  northeastern  academic  center.  Two  years’  experience  in  ER,  IM,  j 
Geriatric  Care,  Orthopaedics.  Desires  relocation  to  Colorado  in  one 
of  above-mentioned  fields.  Respond:  Box  377-20-3B,  c/o  Rocky  •! 

Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col-  j 

orado,  80218.  378-20-3B 


WANTED:  Full-Time  Physician  for  Emergency  Room  work.  Two 
years  experience  or  residency  training  necessary.  Contact:  Extension 
516,  (303)  341-1371.  378-32-TFB 


WANTED:  PEDIATRIC  CLINICAL  RESEARCHER.  MD  with  2 
years  pediatric  training  sought  immediately  for  long-term  research 
position  among  Pima  Indians  in  central  Arizona.  Study  involves 
analysis  of  outcome  of  diabetic  pregnancies  and  congenital  abnor- 
malities in  this  population.  Salary:  $23-25,000.  Inquiries  to:  Jon  M. 
Aase,  MD,  Department  of  Pediatrics,  University  of  New  Mexico, 
Albuquerque,  New  Mexico,  87131,  or  Call:  (505)  277-5551. 

378-29-3B 


INTERNISTS  (2),  FAMILY  PRACTITIONER,  DER- 
MATOLOGIST, OB/GYN,  ANESTHESIOLOGIST  for  Wyoming 
(Sweetwater  County).  Beautiful  recreational  area.  New 
$10,000,000  community  hospital.  Administration  patient  care  cen- 
tered. Population:  60,()00.  Contact:  Medical  Affairs  Committee, 
P.O.  Box  1527,  Rock  Springs,  Wyoming  82901.  Include 
Resume.  578-3-3B 


TEAM  PHYSICIAN.  Primary  care  physician  for  the  Student  Health 
Service  at  the  University  of  Denver,  full  time  or  part  time,  begin 
September  1978.  Prefer  MD  with  experience  in  Athletic  Medicine 
and  Emergency  Medicine  with  interest  in  Orthopaedics.  Will  be 
team  physician  and  will  also  do  primary  care  in  Student  Health 
Service  Medical  Clinic.  Willingness  to  work  with  Nurse  Practition- 
ers. Non-Board  certified  MD’s  will  be  considered.  Must  be  licensed 
to  practice  in  Colorado  and  have  current  Malpractice  insurance 
coverage.  Contact:  Director,  University  of  Denver  Student  Health 
Service,  1870  South  High  Street,  Denver,  Colorado,  80208,  or  Call: 
(303)  753-3160.  578-5-lB 


PHYSICIANS  ASSISTANT — recent  Duke  graduate — desires  posi-  • 
tion  in  Rocky  Mountain  states.  Primary  care  preferred  but  flexible.  I 
Call:  (919)  684-6134  (day)  or  write:  Doug  Stackhouse,  4216  Garrett  | 
Road  (M-28)  Durham,  North  Carolina,  27707.  578-10-lB  t 

I 

Rocky  Mountain  Medical  Journal  i 


WANTED:  Attractive  situation  is  available  immediately  for  Board 
Certified  General  Surgeon  in  Aspen,  Colorado.  Year-round  practice 
in  resort  area  with  base  population  of  approximately  10,000.  Excel- 
lent recreational  opportunities  winter  and  summer.  Send  CV  to 
William  H.T.  Murray,  MD,  c/o  Aspen  Valley  Hospital,  Box  H, 
Aspen,  Colorado  8161 1 . 578-7-lB 

OPENING  for  full  time  Colorado  licensed  physician  MD  starting 
July  1,  1978.  Location:  NE  Denver.  Industrial  and  Family  Practice. 
Please  call:  (303)  534-2871.  578-1 1-lB 

Dynamic  FAMILY  NURSE  CLINICIAN  with  special  interest  in 
Pediatrics  and  Women’ s Health , would  like  to  join  progressive  MD’ s 
in  Group  Practice  setting  in  Denver  after  May  1 . Contact:  Ms.  Linda 
McDermott,  RN/FNC,  Vanderbilt  University  Hospital,  Nashville, 
Tennessee  37232,  or  Call:  (615)  322-3322.  578-16-lB 

PRIVATE  PRACTICE  PRIMARY  CARE  PHYSICIANS.  Oppor- 
tunities  for  growth  associated  with  a fast-developing  acute-care, 
full-service  facility  in  the  San  Francisco  Bay  area.  Combined  advan- 
tages of  small-town-excellent  schools — fine  residential  areas — 
within  close  proximity  to  San  Francisco.  The  “Bay  Area’  ’ is  one  of 
the  United  States’  most  attractive  and  enjoyable — great  climate, 
excellent  cultural  activities,  and  a solid  economy.  Contact:  Adminis- 
trator, Doctors’  Hospital  of  San  Leandro,  California  94578,  or  Call: 
(415)  357-6500. 578-21-lB 

WANTED:  GENERAL  INTERNIST  to  join  solo  internist  in  grow- 
ing private  practice.  Gastroenterology  interest  helpful.  Board  certifi- 
cation encouraged.  Start:  $30,000  with  opportunity  to  become  part- 
ner in  two  years.  Apply:  Colorado  Job  Service,  1120  Main  Street, 
Longmont,  Colorado,  80501.  378-25-1 

HEALTH  OFFICER.  Health  Services  Division  of  the  New  Mexico 
Health  and  Environment  Department.  MD  required  with  MPN  pref- 
erable, will  consider  two  years  Public  Health  experience  with  ad- 
ministrative background.  District  Headquarters  plus  Position  are 
located  in  Clovis,  New  Mexico,  in  southeast  part  of  the  state.  Duties 
include  some  clinical  work  along  with  supervision  and  direction  of 
all  HSD  Programs  for  seven-county  area.  Salary  attractive  and  negot- 
iable, excellent  fringe  benefits  and  malpractice  insurance.  Equal 
Opportunity  Employer.  For  information.  Direct  your  resume  to:  Juan 
C.  Lopez,  Director,  District  Operations,  Health  Services  Division, 
New  Mexico  Health  and  Environment  Department,  P.O.  Box  968, 
Santa  Fe,  New  Mexico  87503.  578-24-lB 


SURGEON’S  ASSISTANT  interested  in  working  with  surgeon  or 
group  of  surgeons  Rocky  Mountain  area.  For  CV  Contact:  Leo 
Lebitty,  1842  S.  Decatur,  Denver,  Colorado  80219,  or  Call:  (303) 
936-8662.  578-25- IB 

SALT  LAKE  CITY,  UTAH — Continuing  growth  means  continuing 
opportunities  for  physicians  to  join  multi-specialty  group  practice. 
Family  Health  Program;  contact  Darlene  Gladden:  (801)  355-1234 
or  send  CV;  323  South  600  East;  Salt  Lake  City,  Utah  84102;  FHP 
also  has  positions  available  in  Southern  California  and  Guam. 

578-27-4B 


PROPERTIES— FOR  LEASE 

MOVING  TO  FORT  COLLINS?  MEDICAL  OFFICE  TO 
RENT  for  starting  year  or  so.  Walking  distance  to  Poudre 
Valley  Memorial  Hospital.  Superior  parking.  960  feet  with 
reception  area,  lab,  two  examination  rooms,  office  three 
toilets,  and  extra  storage-work  area.  Very  reasonable  rent 
below  market.  Call:  (303)  482-4718,  days  or  (303)  482-4510, 
evenings.  178-28-lB 


FAMILY  PHYSICIAN  WANTED  for  new  space  in  new  building 
under  construction.  Offices  designed  to  your  specifications.  Located 
southeast  Denver,  (Hampden  and  Chambers  Road  across  from  new 
shopping  center.)  Rated  as  fastest  growing  community  in  the  U.S. 
Call  David  Hartman,  at  (303)  534-7640.  578- 14- IB 


FOR  LEASE:  Medical  Building,  Cherry  Creek  area.  Attractive 
four-year-old  building  at  155  Cook  Street,  with  suites  ranging  from 
600  to  1800  square  feet.  Patients  love  this  convenient  location  with 
adjacent  free  parking.  Suites  for  Ophthalmologist,  ENT,  GP,  and 
Internist  now  set  up.  Doctors  needed  to  fill  them.  Under  new  man- 
agement by  Brown  and  Associates.  Call:  Sam  Brown,  (303)  321- 
2263.  378-22-6B 


COLORADO  SPRINGS  MEDICAL  OFFICE  SPACE  offers  $250 
per  month  private,  Roman  brick-faced,  tiled  entry  with  paneled 
reception  area.  Four  offices  available.  No.  1,  paneled  with  built-in 
desk  and  filing  cabinets;  No.  2,  paneled  with  wood  louvred  window 
coverings;  also,  large  louvered  storage  closet  with  built-in  shelves; 
bath,  tiled,  with  lavatory  and  partitioned  toilet;  coffee  room  or  lab 
with  built-in  sink,  formica  counter  and  storage  cabinets;  No.  3, 
paneled;  No.  4,  paneled  with  built-in  formica  counter  and  storage 
cabinets.  Off  street  parking.  Air  conditioned.  All  utilities  and  janitor- 
ial services  included.  Write:  Frank  Cotten,  Sun  Realty,  P.O.  Box 
190,  Colorado  Springs,  Colorado,  80901,  or  Call:  (303)  636- 
1325.  578-6- IB 


FOR  SALE  OR  LEASE:  Medical  Building  for  four  specialists  or 
three  generalists.  Area  growing.  Big  mountain  skiing,  recreational 
lake,  near  Glacier  Park.  Call  or  write:  W.N.  McIntyre,  Rte.  1, 
Whitefish,  Montana  59937  or  call:  (406)  862-2816'.  578-I5-2B 


OFFICE  SPACE  AVAILABLE  in  highly  desirable  Medical  Build- 
ing at  1855  Gaylord  Street,  Denver.  Near  major  hospitals.  Several 
suites  on  upper  levels  at  $9.50  per  square  foot,  and  some  space  on 
garden  level  at  $6.50  per  square  foot.  Will  divide  and/or  combine, 
and  remodel,  to  suit.  Contact:  J.F.  Brauer,  6415  W.  44th  Avenue, 
’Wheat  Ridge,  Colorado  80033,  or  Call:  (303)  420-2000.  578- 17-  IB 


MODERN  MEDICAL  OFRCE  BUILDING  FOR  SALE,  in  highly 
desirable  area  of  Denver  near  major  hospitals.  Total  square  footage 
of  10,000  square  feet  with  some  space  becoming  available  shortly  for 
new  owner-user.  Total  price  $590,000  with  $103,000  required  to 
assume  present  financing.  Contact:  J.F.  Brauer,  6415  W.  44th  Av- 
enue, Wheat  Ridge,  Colorado  80033,  or  Call:  (303)  420-2000. 

578-18-lB 


FOR  SALE  OR  LEASE  IN  FORT  COLLINS,  COLORADO:  Medi- 
cal Office  space.  1200  sq.  ft.  single  building,  available  July  1978. 
Medical  office  park  building  sites  for  sale.  All  within  walking 
distance  of  Poudre  Valley  Hospital.  Call:  (303)  221-2266,  days,  or 
(303)  493-4544,  evenings.  378-27-3B 


FOR  LEASE:  MEDICAL  OFFICE  SUITE,  Fort  Collins,  Colorado, 
1000  sq.  ft.  to  be  available  July  1978.  Medical  office  park  location. 
Walking  distance  to  Poudre  Valley  Hospital.  Call:  (303)  221-2266, 
days,  or  (303)  493-4544,  evenings.  378-28-3B 


PROPERTIES~FOR  SALE 


SCENIC  MOUNTAIN  PROPERTY.  520  acres,  heavily  wooded, 
spectacular  views,  joins  National  Forest.  1 mile  west  of  285,  7 miles 
north  of  Poncha  Springs.  All  weather  access.  $230, CKX).  Terms. 
Write:  Box  $78-2- IB,  c/o  Rocky  Mountain  Medical  Journal,  1601 
East  19th  Avenue,  Denver,  Colorado  80218.  578-2-lB 


ATTENTION  HORSE  LOVERS:  By  Owner,  ranch  style  brick 
house.  Three  bedrooms,  one  and  three  quarter  baths.  Fireplace, 
electric  kitchen,  small  office,  hot  water  heat,  and  double  carport. 
Bam  with  four  box  stalls,  tack  and  feed  rooms,  standard  RCA  arena 
with  boxes  and  gates.  Pasture  approximately  4 acres,  with  irrigation 
water.  By  appointment  only.  No  trades,  you  finance.  Priced  at 
$230,000.  Call:  (303)  424-2009,  northwest  of  Arvada.  578-9- IB 
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MISCELLANEOUS 

n*NANCIAL  WORRIES  CAN  LEAD  TO  HYPERTENSION,  indi- 
gestion, and  high  blood  pressure!  For  substantive  relief  from  the 
discomforts  of  excessive  taxation,  painful  cash  flow  problems  and 
comatose  investments,  what  you  really  need  is  a specialist.  As  an 
independent  consultant  in  finance,  investments,  and  tax  strategy,  my 
practice  is  dedicated  to  the  highest  standards  of  professional  compe- 
tence and  objectivity.  For  details  please  call  me,  Ronald  J.  Grow: 
(303)  232-0436,  or  write:  Suite  725,  The  Westland  Bank  Building, 
10403  W.  Colfax  Avenue,  Lakewood,  Colorado,  80215.777-1 1-6B 


ACCOUNTING  AND  TAX  SERVICE — Accounting,  tax  service 
for  individuals,  partnerships,  and  corporations.  Complete  per- 
sonalized accounting  and  tax  planning  services.  Competitive  rates. 
Write:  Jeffries  Accounting  & Tax  Service,  13130  East  48th  Avenue, 
Denver,  Colorado  80239,  or  Call:(303)  373-1116  178-1 1-3B 


FOR  SALE:  Dark  green,  steel,  five-drawer  “Superfiler”  cabinet  by 
G-F,  for  IVi"  X 9%”  materials.  75  Alphabet  dividers.  Exterior 
dimensions:  13x28x52-‘/2.  Call:  (303)  322-7651.  178-26-3B 


ASPEN  MUSHROOM  CONFERENCE.  Identification  of  edible, 
poisonous,  and  hallucinogenic  mushrooms.  Treatment  of  mushroom 
poisoning.  Microscopy.  Novice  and  Advanced  courses.  AMA 
Category  1.  August  13-18,  1978.  Wildwood  Inn,  Snowmass-at- 
Aspen,  Colorado.  Contact:  Beth  Israel  Hospital,  1601  Lowell 
Boulevard,  Denver,  Colorado,  80204.  Call:  (303)  825-2190.  Ex. 
359.  578-1-2B 


DIVORCE?  Change  of  custody?  Modification  of  support?  Lawyer 
Maurice  R.  Franks  has  experience  representing  doctors  in  divorce. 
Attorney  Franks  is  a member  of  the  Bar  of  the  United  States  Supreme 
Court.  Offices  at  Pueblo  Memorial  Airport,  Pueblo,  Colorado 
81001.  Call:  (303)  948-4100.  578-12-3B 


LIBRARY  RESEARCH,  Writing,  Typing,  Editing.  Contact:  Peggy 
Collins,  (303)  422-5471  or  (303)  424-1346.  Medical  writing 
background.  578-4- IB 


FOR  SALE:  Norelco  Dictating  Equipment.  Complete  transcriber, 
recorder,  with  mike  and  earphones.  Used  one  week  only.  $350.  Call: 
(303)  333-1370.  578-8-lB 


MONEY  AVAILABLE  FOR:  Physicians,  Surgeons,  Interns,  and 
Residents.  We  also  serve  other  professionals  and  executives.  $5,000 
to  $35,(X)0.  On  a signature  only — no  collateral  basis,  with  up  to  five 
(5)  years  to  repay  and  with  no  prepayment  penalties.  For  additional 
information  Contact:  Geiger,  Tallick  and  McCamey,  Inc. , 14  Inver- 
ness Drive  East — Building  Eight,  Penthouse  K,  Englewood,  Col- 
orado, 80110  or  Call:  (303)  770-2800.  * 578-22- IB 


WANTED  TO  BUY:  Medical  Equipment.  Instruments  and  equip- 
ment needed,  in  good  or  better  condition,  for  additional  examination 
room  to  Denver  area  office.  Please  send  list  and  prices.  Also  need 
small  sterilizer,  small  refrigerator,  keystone  orthopter,  and  safe. 
Write:  Box  578-13-lB,  c/o  Rocky  Mountain  Medical  Journal,  1601 
East  19th  Avenue,  Denver,  Colorado  80218.  578-13-lB 


18  USED  X-RAYS  FOR  SALE.  30  to  500  MA,  GE,  Picker,  West- 
inghouse,  installed  and  guaranteed.  Used  x-ray  film  hangers,  $2.00 
each,  cost  $12. (X)  new.  Plaza  Medical,  Inc.,  7683  E.  Jefferson 
Drive,  Denver,  Colorado  80237 , or  Call:  (303)  77 1-6210.578- 19-  IB 


12  USED  EKG’s  FOR  SALE.  Burdick,  Cambridge,  Sanborn, 
Birtcher,  Hewlett  Packard.  From  $295.00.  Guaranteed.  Plaza  Medi- 
cal, Inc.  7683  E.  Jefferson  Drive,  Denver,  Colorado  80237.  Call: 
(303)  771-6210.  578-20-lB 


With  the  new  HR-10  you  might  salt 
away  more  than  $17,000 annually 


and 


NAME 


ADDRESS  . 
CITY 


.DATE  OF  BIRTH 
PHONE  _ 


. STATE 


That’S  right . . . $17,000!  It 
may  be  possible  depending 
on  your  age  and  income.  Be- 
cause the  Employee  Retire- 
ment Income  Security  Act  of 
1974  (ERISA)  contains  provi- 
sions, which  may  permit  40 
year  old  self-employed  individ- 
uals to  contribute  over  $17,000 


annually  toward  their  own  retirement . . . 
take  a tax  deduction  for  it!  HOW? 

With  a Defined  Benefit  HR-10 
plan.  For  further  information  on 
the  new  Defined  Benefit  HR-10  or 
any  other  tax-qualified  pension 
or  profit  sharing  plan  and  in- 
dividual retirement  accounts,  fill 
out  and  send  in  this  coupon . 


John  R.  Roberts,  C.L.U. 

Aetna  Life  Insurance  Company 

899  Logan  Street,  Denver,  Colorado  80203 


(303)  831-6730 


I’d  like  to  know  more  about  the  new  Defined  Benefit  HR-10. 
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You  Can  Order 
REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable 

for  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 


Each  tablet  contains:  aspirin,  227  mg;  phenacetin.162 
mg;  and  caffeine,  32  mg;  plus  codeine  phosphate  in 
one  of  thefaUswing  strengths:*'4-60  mg  (gr  1 );  ^ - 

*3-30  mg  (gr  yj);*2-l5  mg  (gr  %trand  * 1-7.5  n|| ' 
mg  (gr  'ji).  (\Abming— may  be  habit  forming). 


is 

WtUssiM 


Burroughs  Wellcome  Co. 
Research  Triangle  Park  y,; 
North  Carolina  27709 

■■  ■■  ..i 
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If  you’ve  been  prescribing 
pentobmbital  or 
secobarbital  for  insomnia, 
there’s  good  reason 
to  reconsider. 


More  effective  than 
secobarbital 
through  14  nights  of 
administration. . . 

In  two  separate  sleep  laboratory  studies,'  secobarbital 
100  mg  was  found  to  lose  much  of  its  initial  hypnotic 
effect  in  insomniac  subjects  within  a two-week 
administration  period.  Dalmane®  (flurazepam  HCl), 
however,  has  been  proved2  to  remain  effective  for  both 
inducing  and  maintaining  sleep  at  the  end  of  two 
weeks,  with  the  usual  adult  dosage  (30  mg  h.s.). 

Elderly  and  debilitated  patients  should  receive  15  mg 
initially,  to  help  preclude  oversedation,  dizziness 
or  ataxia. 

And  more  effective  than  pen- 
tobarbital through  28  nights  of 
administration. . .^  4 

In  an  original  study  designed  to  evaluate  hypnotic 
effectiveness  for  28  consecutive  nights  of  use,  the  rela- 


tive ineffectiveness  of  pentobarbital  was  established 
after  only  two  weeks.^  Dalmane,  however,  remained 
effective  not  only  for  14  nights,  but  for  28  nights  in 
chronic  insomniacs,3>4  without  increasing  dosage  from 
night  to  night.  Prolonged  administration  of  Dalmane 
is  seldom  necessary,  but  when  it  is,  periodic  blood 
counts  and  hver  and  kidney  function  tests  should  be 
performed. 

More  proven  safety  benefits 
for  your  patients  than 
barbiturates... 

Specific  safety  benefits  not  shared  by  barbiturate  hyp- 
notics: Dalmane  (flurazepam  HCl)  may  be  used  in 
patients  on  chronic  warfarin  therapy;  no  unacceptably 
flucmation  in  prothrombin  time  has  been  reported.5>6 1 
And  Dalmane  has  been  proved  not  to  interfere  chemi 
cally  with  many  common  laboratory  tests.^-^  (Alter- 
ations have  been  reported  due  to  pharmacological 
effects;  see  Adverse  Reactions  section  of  complete  , 
product  information.) 


Dalmane(flurazepam  HCl  )f 

30-mg  and  15-mg  capsules  | 

Unsurpassed  record  of  efficacy  and  safeij 
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108th  ANNUAL  SESSION 
COLORADO  MEDICAL  SOCIETY 

BROADMOOR  WEST 

September  13-16,  1978 

TUESDAY,  SEPTEMBER  12 

8:00-9:30  p.m. — Advance  Registration 

WEDNESDAY,  SEPTEMBER  13- 

7:30  a.m. — Registration  and  Continental  Breakfast 

8:00  a.m. — First  Meeting  of  the  Committee  on  Constitution,  By-Laws  and  Credentials 
8:30  a.m. — First  Meeting  of  House  of  Delegates 
1 1 :00  a.m. — Annual  Meeting  of  the  Colorado  Foundation  for  Medical  Care 
12:30  p.m. — Reference  Committee  Chairmen  luncheon  with  Speaker  and  Vice  Speaker 
2:00  p.m. — Reference  Committees  of  the  House  of  Delegates 

6:00  p.m. — Reception  sponsored  by  Adams  County-Aurora  Medical  Society  for  ail  candidates  for  Colorado 
Medical  Society  office 


The  Colorado  Association  of  Hospital  Medical  Education  will  hold  a Conference  on  “Organizing  a Continuing 
Medical  Education  Program”  on  Wednesday  afternoon,  September  13,  and  all  day  Thursday,  September  14. 
Details  will  be  published  in  the  July  issue  of  Colorado  Medicine. 

Goals  of  the  Conference: 

— To  promote  the  development  and/or  improvement  of  sound  programs  of  continuing  medical  education  and 
medical  care  evaluation  in  Colorado. 

— To  provide  a forum  for  enhancement  of  sound  CME/MCE  activities  in  Colorado. 

— To  identify  hospital  and  medical  staff  roles  in  CME. 

— To  promote  programs  that  will  make  a difference. 

— To  promote  the  role  of  Director  of  Continuing  Medical  Education  as  a specialist. 

Program  Content: 

— Building  a quality  accredited  Continuing  Medical  Education  program. 

— Expectations  for  accreditation. 

— Skill  sessions. 

. . . Teaching  principles  and  techniques. 

. . . Needs  determination. 

. . . Evaluation  of  Continuing  Medical  Education  programming. 

Keynote  speaker.  Dr.  Norman  Stearns,  M.D.,  past-president  of  the  AHME,  will  address  “Whither  CME”  and 
participate  in  the  various  skill  sessions. 


THURSDAY,  SEPTEMBER  14 

11:00  a.m. — banning  E.  Likes  Memorial  Lecture — by  B.  J.  Kennedy,  M.D.,  Professor  of  Medicine, 

Department  of  Medical  Oncology,  Minneapolis,  speaking  on  “Carcinoma  of  the  Breast” 
NOON—COMPAC  Luncheon 

1 :30-3:00  p.m. — Colorado  Medical  Society  Workshops — details  to  be  published  in  July  Colorado  Medicine 
1:30-4:00  p.m. — CPR  Course — limited  to  twenty  people  per  session — certificates  will  be  given  attendees 
AFTERNOON — Tennis  Tournament 

Eleventh  Colorado  M.D.  Invitational  Golf  Tournament 
6:00  p.m. — Presidents  Reception 


176 


Rocky  Mountain  Medical  Journal 


FRIDAY,  SEPTEMBER  15 


8:00  a.m. — Registration  Opens 
8:30  a.m. — Colorado  Medical  Society  Workshops 

1— Rheumatology 
2"“Cardiac  Rehabilitation 
3 — Cholecyst  ecto  my 

10:30  a.m.-— Colorado  Medical  Society  Workshops 

1 —  Cardiac  Arrythmias 

2 —  Antibiotics 

3 —  Surgical  Gynecology  (Hysterectomy,  C-Section,  Colposcopy) 

10:30  a.m.— Opportunity  to  meet  with  Kenneth  Benjamin,  Assistant  Director  of  Legislation,  AMA  Washington 
Office 

1 :00-2:30  p.m. — Colorado  Medical  Society  Workshops 

1—  Rheumatology 

2 —  Cholecystectomy 

3 —  Respiratory  Therapy 

1 :30-4:00  p.m. — CPR  Course — limited  to  twenty  persons — certificates  will  be  given  attendees 
3:00-4:30  p.m.— Colorado  Medical  Society  Workshops 

1 —  Cardiac  Arrythmias 

2 —  Antibiotics 

3 —  Dx  and  Rx  of  Acute  Myocardial  Infarction 
6:30  p.m. — Annual  Banquet 

Fifty  year  members  will  be  honored 


SATURDAY,  SEPTEMBER  16 

7:30  a.m. — Registration  and  Continental  Breakfast 

8:00  a.m. — Meeting  of  the  Committee  on  Constitution,  By-Laws  and  Credentials  to  consider  Delegate 
credentials 

8:30  a.m.— House  of  Delegates  meets  to  elect  officers  and  take  action  on  reports  of  Reference  Committees 

ANNUAL  SESSION  ADJOURNS 


™'BrcTdmoor 

Colorado  Springs,  Colorado  8090 1 


BROADMOOR  WEST 

Final  Date  for  Reservations:  AUG.  12.  1978 

A deposit,  equal  to  one  nighCs  room  rental,  is  required  30  days 
prior  to  arrival  to  secure  this  reservation.  If  not  received  by  that 
date,  this  reservalion  will  be  cancelled. 


Please  reserve  the  following  room(s)  for: 

Name 

Address 


City State Zip  Code 

Arrival  date: Departure  date;  

Single  (1  pers.  per  day)  Main  $57  □ South  $67  □ West  $77  □ 

Twin  (2  pers.  per  day)  Main  $60  □ South  $70  □ West  $80  □ 

Parlor  suite  (Main),  from  $110 
(European  Plan  rates) 
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contains  no  aspirin 

tablets 

Darvocet-N*100  @ 


lOO  mg,  Darvon-N'  (propoxyphene  nopsylate) 

650  mg.  acetaminophen 


700665 


Additional  information  available 
to  the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eti  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 


University  of  Colorado  School  of  Medicine 
Continuing  Medicai  Education 


PEDiATRICS 
Snowmass,  Coiorado 

July  31 -August  3,  1978 

Credit:  AMA  Category  1 and  AAFP  prescribed  credit  applied 
for. 


PERINATAL  MEDICINE 
Snowmass,  Colorado 

August  7-11,  1978 

Credit:  AMA  Category  1 and  ACOG  cognates  applied  for. 
AAFP  prescribed  credit  applied  for. 

DYNAMIC  PSYCHOTHERAPY:  DIAGNOSTIC  AND 
THERAPEUTIC  CONSIDERATIONS  OF  THE  TRANSFER- 
ENCE RELATIONSHIP 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
August  7-11,  1978 

Credit:  Category  1 APA  applied  for. 


PEDIATRIC  GASTROENTEROLOGY 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

August  21-24,  1978 

Credit:  AMA  Category  1 


PRACTICAL  SKIN  PATHOLOGY 
The  Mark,  Vail,  Colorado 

September  11-14, 1978 

Credit:  18  hours 

* * * 

THIRD  ANNUAL  SYMPOSIUM  ON  VASCULAR  SURGERY 
The  Executive  Tower  Inn,  Denver,  Colorado 

September  25-27, 1 978 

Credit:  AMA  Category  1 . 

* * * 

HOSPITAL  MEDICAL  STAFF  CONFERENCE 
The  Mark,  Vail,  Colorado 

September  25-28,  1978 

Credit:  AMA  Category  1 and  AAFP  prescribed  credit  applied 
for. 


FAMILY  PRACTICE  REVIEW 
Denver,  Colorado 

October  16-21,  1978 

* ^ ¥ 

HIGH  RISK  INFANT  CARE 
Denver,  Colorado 

October  23-27,  1978 

Credit:  40  hours  AMA  Category  1 credit. 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity  of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 


American  Academy  of  Family  Physicians 

21  ST  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR 
Inn  of  the  Mountain  Gods,  Mescalero,  New  Mexico 

July  17-20,  1978 

Credit:  AAFP  Prescribed  Credit  and  Category  4,  New  Mexico 
Board  of  Medical  Examiners. 

Contact:  Bob  Reid,  P.O.  Box  456,  Suniand  Park,  New 
Mexico  88063. 


International  Medical  Education  Corporation 

* * * 

CORONARY  DISEASE,  EXERCISE  TESTING  AND 
CARDIAC  REHABILITATION 
The  Regency,  Denver,  Colorado 

July  21-23, 1978 

Credit:  13  hours  Category  1 AMA 
Contact:  International  Medical  Education  Corporation,  64 
Inverness  Drive  East,  Englewood,  Colorado  80110 


Symposia  de  Santa  Fe 

CONTROVERSIES  IN  PEDIATRICS 
Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

July  20-22,  1978 


RECENT  ADVANCES  IN  THE  PATHOLOGY  OF  BREAST 
CANCER 

Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 
July  27-29, 1978 


ORTHOPAEDICS  FOR  FAMILY  PHYSICIANS 
Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

September  7-9,  1978 

Contact:  W.  J.  Levy,  MD,  P.O.  Box  5175,  Santa  Fe,  New 
Mexico  87502 
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Royal  Society  of  Medicine 

ADVANCES  IN  MEDICINE 

Wembley  Conference  Center,  London,  England 

July  23-28,  1978 

Credit:  Category  1 AMA  applied  for. 

Contact:  AIM  Information  Center  for  North  America,  1036 
Wildwood,  East  Lansing,  Michigan,  48823 


Montana-Wyoming  Chapter  of  the  American  Coiiege  of 
Surgeons 

ANNUAL  MEETING 

Teton  Village,  Jackson,  Wyoming 

August  10-12,  1978 

Credit:  AMA  Class  1 

Contact:  Richard  Sabo,  MD,  300  North  Wilson  Street, 
Bozeman,  Montana  59715 


Beth  Israel  Hospital  & Geriatric  Center 

ASPEN  MUSHROOM  CONFERENCE 
Wildwood  Inn,  Snowmass-at-Aspen,  Colorado 

August  13-18,  1978 

Credit:  AMA  Category  1 

Contact:  Emanuel  Saizman,  MD,  Beth  Israel  Hospital,  1601 
Lowell  Boulevard,  Denver,  Colorado,  80204 


Colorado  Medical  Society-Colorado  Air  Evacuation  Com- 
mittee and  other  groups 

3RD  NATIONAL  MILITARY  ASSISTANCE  TO  SAFETY  AND 
TRAFFIC  CONFERENCE 
Stouffer’s  Inn,  Denver,  Colorado 

August  16-18,  1978 

Contact:  Robert  Collier,  4045  Wadsworth  Boulevard,  Wheat 
Ridge,  Colorado  80033 


American  Society  for  Psychoprophyiaxis  in  Obstetrics, 
Inc. 

CONSUMERS,  PROVIDERS,  AND  EDUCATORS:  PRE- 
PARING FOR  PARENTHOOD  TOGETHER 
Keystone  Lodge,  Keystone,  Colorado 

August  19-24,  1978 

Contact:  Kim  Duame,  1411  K.  Street,  NW,  #200, 
Washington,  D.C.  20005. 


American  Coiiege  of  Cardiology 

TUTORIALS  IN  THE  TETONS:CARDIAC  EMERGENCIES 
Jackson  Lake  Lodge,  Grand  Teton  National  Park,  Moran, 
Wyoming 

August  26-28, 1978 


Tablets 

Percodan®  ® 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4.50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming),  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and. 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN®,  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN  > is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN ' should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN®  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN  » should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN®  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN®  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN®  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  tim.e. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  If  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient  The  usual  adult  dose  is  One 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN®  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DBA  Order  Form  Required. 


Cndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1.  Determine  need 

2.  Prescribe  a rapid- 
acting agent 

3.  Minimize 
potential  risk 


What  is  causing  pain?  How  is  it  perceived  by 
you  and  your  patient? 

Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 

Prescribe  in  limited  quantities  for  selected 
patients. 


Schedule  11  classification  means  no  refills,  no 

telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 

needs. 


. Provide  adequate 
analgesia  with 
minimum  doses 


Consider  PERCODAN®  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 


yellow,  scored  tablet  contains:  4.50  mg  oxycodone  HCI 
(WARNING:  may  be  habit  forming).  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming),  224  mg  aspirin.  1 60  mg 
phenacetin,  32  mg  caffeine 


PERCODAN®  is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


TENTH  ANNUAL  CARDIOVASCULAR  CONFERENCE 
Snowmass  Resort,  Snowmass,  Colorado 

January  1S-19,  1979 

Contact:  Mary  Ann  Mclnerny,  American  College  of  Cardiol- 
ogy, Division  of  Continuing  Education,  9650  Rockville  Pike, 
Bethesda,  Maryland  20014. 


American  Cancer  Society 

NATIONAL  CONFERENCE  ON  THE  CARE  OF  THE  CHILD 
WITH  CANCER 

The  Sheraton-Boston  Hotel,  Boston,  Massachusetts 
September  11-13, 1978 

Contact:  Sidney  L.  Arje,  MD,  American  Cancer  Society,  777 
Third  Avenue,  New  York,  New  York  1 001 7. 


American  Medical  Association 

38TH  ANNUAL  AMA  CONGRESS  ON  OCCUPATIONAL 

HEALTH 

Tucson,  Arizona 

September  14-16,  1978 

Credit:  1 5 hours  Category  1 AMA. 

Contact:  Barbara  S.  Jansson,  Department  of  Environmental, 
Public,  and  Occupational  Health,  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


Lovelace-Bataan  Medical  Center 

CURRENT  PROBLEMS  IN  PULMONARY  DISEASE 
Airport  Marina  Hotel,  Albuquerque,  New  Mexico 

September  15-16, 1978 

Credit:  Category  1 AMA. 

Contact:  Office  of  Medical  Education,  Lovelace  Foundation, 
5400  Gibson  Blvd.,  SE,  Albuquerque,  New  Mexico  87108. 


American  College  of  Chest  Physicians 

PULMONARY  MEDICINE-AN  UDPDATE  FOR  THE  CLINI- 
CIAN 

The  Mark,  Vail,  Colorado 

September  18-21, 1978 

Credit:  1 9-V4  hours  Category  1 AMA. 

Contact:  Dale  E.  Braddy,  MD,  911  Busse  Highway,  Park 
Ridge,  III.  60068. 


American  Urological  Association,  Inc. 

SOUTH  CENTRAL  SECTION  POSTGRADUATE  SEMINAR 
Marriott  Hotel,  Denver,  Colorado 

September  21-24,  1978 

Credit:  24  hours  Category  1 . 

Contact:  American  Urological  Association,  P.O.  Box  1129, 
Aspen,  Colorado  81611 


Life  looks  pretty  good  to  you, 

doesn  t it?  And  it  should.  You’ve  worked  hard  and  you’ve 
got  a lot  to  show  for  it.  A beautiful  family ...  a comfortable  home . . . and 
a promising  future.  So  what  can  Mutual  of  Omaha’s  Disability  Income 
Protection  do  for  you?  MAYBE  help  you  keep  all  those  things  for  ‘ 
which  you’ve  worked  so  hard,  should  you  have  to  stop  practicing  ^ 
because  of  a serious  illness  or  injury.  # 

You  see,  not  many  of  us  could  afford  to  do  without  a monthly  . 
income  for  a considerable  length  of  time.  If  you  were  suddenly  • 
disabled,  you  might  be  faced  with  that  problem.  Other  Colo-  f 
rado  Medical  Society  members  have  been.  That’s  why  CMS  i 
endorses  disability  income  protection  . . . since  1961  Colo-  f 
rado  Medical  Society  members  have  received  over  one  / 
million  dollars  in  benefits  for  covered  disabilities.  And  ^ 
that’s  how  Mutual  of  Omaha’s  disability  income  pro-  » 
tection  could  work  for  you  ...  by  providing  a regular  f 
benefit  to  you  for  any  covered  sickness  or  accident. 

By  the  way,  the  benefits  can  be  used  however  you 
think  best  . . . you  decide. 

For  more  information,  on  this  disability  income 
protection  plan,  just  complete  the  coupon  and 
mail  it.  A qualified  Mutuad  representative  will 
contact  you  for  an  appointment. 

IVIutual|r\  i 
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PpBfile  i/au  can  count  on... 

Life  Insurance  Affiliate: 

United  ol  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY  • HOME  OFFICE  OMAHA.  NEBRASKA 
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PEDIATRIC  UROLOGY 

Fairmont  Hotel,  San  Francisco,  California 

September  28-30, 1978 

Credit:  Minimum  16  hours  Category  1. 


CONTROVERSIES  IN  CLINICAL  NEUROUROLOGY 
Colonnade  Hotel,  Boston,  Massachusetts 

November  16-18,  1978 

Credit:  Minimum  16  hours  Category  1. 


SOUTHEASTERN  SECTION  POSTGRADUATE  SEMINAR 
New  Orleans  Hilton  Hotel,  New  Orleans,  Louisiana 

December  1 4-1 7, 1 978 

Contact:  American  Urological  Association,  Inc.,  P.O.  Box 
1129,  Aspen,  Colorado,  81611,  or  Call:  (303)  925-2018. 


The  Children’s  Hospital 

4TH  ANNUAL  BURN  SYMPOSIUM 

Stapleton  Plaza  Motor  Hotel,  Denver,  Colorado 

September  22,  1978 

Contact:  Wm.  Carl  Bailey,  MD,  1 01 0 East  1 9th  Avenue,  405 
Tammen  Hall,  Denver,  Colorado  80218. 


University  of  New  Mexico  School  of  Medicine 

TRAUMA  UPDATE  1978 

Hilton  Inn  Hotel,  Albuquerque,  New  Mexico 

September  29-30,  1978 

Contact:  Jerry  M.  Shuck,  MD,  2211  Lomas  Blvd.,  NE,  Al- 
buquerque, New  Mexico  87131 


American  College  of  Physicians 

MEDICAL  KNOWLEDGE  SELF-ASSESSMENT  PROGRAM 
COURSE 

Denver  Hilton  Hotel,  Denver,  Colorado 
October  3-7, 1978 

Contact:  Registrar,  American  College  of  Physicians,  4200 
Pine  St.,  Philadelphia,  Pennsylvania  19104. 


Montana  Medical  Association 

100TH  ANNUAL  MEETING 
Ramada  Inn,  Billings,  Montana 

October  5-7,  1978 


American  Association  of  Foundations  for  Medical  Care 

1978  ANNUAL  SESSION 

Hotel  Del  Coronado,  San  Diego,  California 

October  6-8, 1978 

Contact:  George  Leicht,  445  W.  Acacia  St.,  Stockton, 
California  95201 . 


West  Coast  Society  of  Allergy  and  Immunology 

17TH  ANNUAL  SCIENTIFIC  SESSION 
Jantzen  Beach  Thunderbird,  Portland,  Oregon 

October  12-14, 1978 

Contact:  Ronald  D.  Stevenson,  MD,  5210  SW  Corbett  Av- 
enue, Portland,  Oregon  97201 . 


Reduction  in  Diagnostic  X-Ray  Radiation  Announced 

Use  of  composite  carbon  conjugate  for  table  top  and  cas- . 
sette  front  material  in  x-ray  diagnosis  leads  to  reduction  of 
patient  medical  radiation  exposure  by  thirty  per  cent,  ac- 
cording to  American  Medical  International’s  Staff  Radiolog- 
ical consultant,  William  R.  Ingles.  The  company  will  specify 
carbon  tops  for  all  new  x-ray  tables  and  fronts  on  all  casset- 
tes starting  immediately. 


New  Aid  In  Patient  Education 

A new  concept  in  medical  liability  risk  management — 
MED  PREP,  a Medical  Patient  Risks  Education  Program, 
has  been  introduced,  with  the  planning  of  a library  of  over 
200  audiovisual  presentations  covering  sixteen  medical  and 
surgical  specialties.  Jeppesen  Sanderson  have  developed 
the  MED  PREP  program  in  an  effort  to  educate  patients 
with  comprehensive,  well  documented  material. 


Resistant  Skin  Ulcers  Dealt  With  in  New  Discovery 

Debrisan®  (dextranomer)  has  been  developed  by  Phar- 
macia Laboratories  to  treat  long-standing,  recurring  skin 
lesions  such  as  leg  ulcers,  decubitus  ulcers,  and  infected 
wounds.  The  doctor-prescribed  medicine  consists  of  tiny,  dry 
beads,  powder-like  in  texture,  which  by  their  absorbent 
properties  draw  fluids,  bacteria,  and  other  contaminants 
away  from  the  wound’s  surface.  Two  dressings  daily  are 
required.  It  is  not  recommended  for  dry  sores,  since  it  relies 
for  functioning  successfully  upon  wound  secretions. 
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Speed  and  Accuracy  in  Sutures  Assisted  by  New  Pro- 
duct 

Introduced  by  the  Medical-Surgical  Division  of  Parke- 
Davis  & Company,  the  Pittman  "Diamond-Jaw”  Needle 
Holder  allows  rapid  suturing  by  surgeons  with  an  increase 
of  accuracy.  A tungsten  carbon  grip  gives  the  surgeon 
greater  reliability. 


Air  Sampling  Pump  Introduced 

A new  multi-range,  personal  air  sampling  pump  capable 
of  flow  rates  from  20  to  4,000  cubic  centimeters  per  minute 
and  constant  flow  control  up  to  25  inches  water  column 
pressure  drop  has  been  introduced  by  DuPont  Companys’s 
Applied  Technology  Division. 


Potentially  Life-Saving  Drug  Introduced 

Norpace  (disopyramide  phosphate),  a new  drug  for  doctor 
prescription  for  heart  ailment  patients  has  been  marketed 
by  G.D.  Searle  & Co.  The  drug  is  used  to  suppress  or  prevent 
potentially  life  threatening  abnormal  heartbeats  known  as 
cardiac  ventricular  arrhythmias,  and  is  an  oral  antiar- 
rhythmic  agent. 


New  Antiestrogen  Drug  For  Advanced  Breast  Cancer 
Introduced 

A new  nonsteroidal  antiestrogen  for  palliative  treatment 
of  advanced  breast  cancer  in  post  menopausal  women, 
NOLVADEX®  (tamoxifen  citrate)  has  been  developed  and  is 
being  marketed  by  Stuart  Pharmaceuticals.  NOLVADEX 
works  by  inhibiting  estrogen  from  binding  within  those 
breast  cancer  cells  which  contain  estrogen  receptors,  which 
inhibits  both  further  estrogen  receptor  protein  formation 
and  cell  division. 


Complete  Gram-Negative  Aerobic  ID  Capability  Mar- 
keted 

A new  non-fermenter  bacteria  identification  system  for 
recognizing  non-enteric  gram-negative  aerobic  organisms 
has  been  introduced  by  Coming  Glass  Works.  The  N/F  Sys- 
tem consists  of  a two-tube  rapid  screen  and  a 12-well 
Uni-N/F -Tek  media  wheel,  complements  Coming’s  R/B  sys- 
tem for  recognizing  enteric  bacteria. 


New  Aid  to  Reduce  Swelling  and  Pain  Following  Mas- 
tectomy 

The  Berkeley  Flowtron  system,  developed  in  England  by 
Flovrtron  Aire  Limited,  is  now  available  in  this  country.  The 
system  attacks  post-mastectomy  discomfort.  A stockinette 
is  placed  over  the  swollen  arm  and  put  into  a pneumatic 
sleeve  which  is  inflated  for  an  initial  period  of  two  hours 
daily  at  the  highest  pressure  comfortable  for  the  patient. 


DESCRIPTION  Each  tablet  of  PERC0CET®-5  con- 
tains 5mg  oxycodone  hydrochloride  (WARNING: 
May  be  habit  forming),  325mg  acetaminophen 
(APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and^r  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  estaltiished  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERC0CET®-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness, dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  fhe  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics.  PERC0CET®-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET*-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 
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FOR  MODERATE  TO  MODERATELY  SEVERE  PAIN 


Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia ...  ...  aspirin  free 


Tablete 


PBch  xoted  tablet  contpins  5 mg  oxycodone  HCl 
j WARNING:  may  be  liabitformlngS  an^^25  mg 
acetaminophen 

aspMn  is 

' contraM^cated!.'* 


Manati,  PuertpRicoOOJQI u j I yj  Im-TT 

~ Syfcsidiarv  of  Endo  LaboMorteS'tncrf  T U 

.fi  ^bsidiary  of  the  DuPont  Cornissny  • 

PERCOCET*  is  a regist^jwi  trademark  of  Endo  Inc. 

Please  see  facing^ge  for  Brief  Ssinvnary  of  prescribing  information. 


The  narcotic  component  in  PERCOCET®-5 
is  o^codone,  which  is  readily  absorbed  and  provides 
dependable  oral  analgesia — usually  within  15  to 
30  minutes.  0>^codone  can  produce  drug  depend- 
ence of  the  morphine  type  and  should  be  prescribed 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  narcotic-containing  medications. 


Acetaminophen  is  a non- narcotic  analgesic 
widely  used  for  aspirin-sensitive  patients.  Equivalent 
to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  o)^codone. 

The  usual  dose  of  PERCOCET®-5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCET®-5  is  ideally 
suited  for  your  patients  vdth  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 
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EDITORIALS 


press  time  our  mighty  Colorado  delegation 
(numbering  two)  is  carrying  to  the  AMA  House 
of  Delegates  in  St.  Louis  a resolution  urging 
formation  of  a committee  to  address  the  physi- 
cians’ role  in  disability/retirement  compensa- 
tion determinations.  A 
Disability  Ben-  perceptive  Clear  Creek 

efits:  ‘^Working  (Colorado)  member  had 

the  System.**  been  ignited  by  his  own 

practice  and  by  horror 
stories  from  New  York  City  and  Denver  col- 
leagues about  exploitation  of  tax-free  benefits 
by  recipients  of  premature  disability  retirement 
for  trivial  pathology — ^to  the  burgeoning  detri- 
ment of  municipal  and  state  solvency,  and  to  a 
lesser  extent  to  the  erosion  of  social  security 
"insurance”  funds. 

With  an  unwitting  assist  from  compassionate 
treating  physicians,  especially  favored  voca- 
tional groups  have  learned  to  "work  the  system” 
quite  legally  to  extract  from  society’s  largesse 
tax-free  lifelong  disability  income,  absurdly  in- 
consistent with  their  post-retirement  produc- 
tivity and  activity. 

Grudgingly,  the  medical  profession  has 
learned  that  it  can  not  alone  rescue  society  from 
self-indulgent  deficit  spending,  nor  from 
exploiters  of  lawmakers’  vulnerability  to  such 
pressure-bloc  constituents  as  police  unions, 
black-lung  presumptives,  and  militant  ethnics. 
But  the  scientific  integrity  and  credibility  of 
physicians  are  at  great  risk  when  medical  jus- 
tifications are  demanded  by  minimally  hand- 
icapped would-be  recipients  for  their  tickets  to 
the  trough.  Our  vaunted  scientific  discipline  is 
tainted  when  a claimant  attorney  can  blandly 
sequester  medical  witnesses  who  are  "disabil- 
ity-oriented” from  their  more  skeptical  col- 
leagues. 

We  shudder  to  embrace  yet  another  study 
commission  which  might  engender  a new  layer" 
of  Regulators,  but  can  only  hope  that  some  ora- 
cle of  the  AMA,  orthopedists,  or  psychiatrists 


can  be  so  inspired  with  solomonic  wisdom  as  to 
protect  us  all  from  being  accessories  to  pi::os- 
tituting  medical  expertise  in  the  name  of  Hip- 
pocratic solicitude  or  because  "everybody  is 
doing  it.”  Naturally  the  deliberations  of  a new 
Commission  or  pontifical  pronouncements  from 
AMA  won’t  make  us  objective  and  scientific — 
but  a little  alerting  of  the  ranks  can’t  hurt. 

At  the  very  least,  physician  providers  when 
confronted  by  compensation-seeking  patients 
(consumers)  must  brace  themselves  for  uncom- 
fortable teetering  on  a razor’s  edge  between  the 
patient’s  complaints,  history,  and  own  welfare 
on  the  one  hand,  and  hard  clinical  evidence  on 
the  other — i.e.,  must  differentiate  our  presump- 
tions based  on  claimant  data  from  demonstrable 
findings. 

Inevitably  the  adversary  system  so  foreign  to 
the  healing  arts  tends  to  pit  the  treating  physi- 
cian (identified  with  his  patient)  against  the 
"hired”  compensation  examiner — creating  a 
disability  dispenser  vs.  a disability  denier, 
along  with  all  the  shades  in  between.  The  resul- 
tant violence  done  to  physician  credibility,  pa- 
tient-doctor relationship,  and  carrier  deci- 
sion-making is  obvious.  Sophisticated 
claims- reviewers  are,  of  course,  trained  and  ex- 
perience-tempered to  weigh  the  validity  of  med- 
ical documentation  in  favor  of  objective,  demon- 
strable clinical  evidence,  and  to  give  less  cre- 
dence to  a physician’s  gratuitous  conclusions 
and  subjective  opinions.  But  reviewers  too  can 
be  misled  amid  busy  paper-shuffling,  and  may 
not  discern  the  difference  in  complex  and  tech- 
nical cases.  Garbled  or  imprecise  clinical  re- 
ports may  be  discounted  unfairly  when  over- 
shadowed by  an  articulate  contrary  opinion, 
even  if  from  a less  competent  "expert.”  En- 
thusiasm for  cost-containment  and  bureaucra- 
tic expediency  is  likely  to  mandate  against  the 
reviewer’s  seeking  clarification  or  additional 
consultation — with  consequent  jeopardy  to 
well-deserved  awards  on  the  one  hand,  and  risk 
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of  capitulation  to  system  exploiters  on  the  other. 

Having  no  ready  solutions  at  hand,  we  shall 
view  with  appropriate  alarm  our  profession’s 
response  to  yet  another  societal  challenge  of  its 
scientific  integrity. 


^^earching  for  information  about  nineteenth 
century  hospitals,  I chanced  on  an  article  in  the 
1873  publication  of  the  Transactions  of  the 
American  Medical  Association  entitled  Statis- 
tics of  Regular  Medical  Associations  and  Hos- 
pitals of  the  United 

A Man  For  All  States,  ’’arranged  by” 
D • J.M.  Toner,  MD,  and 

Regions  funded  by  the  United 

States  Bureau  of  Edu- 
cation. Circulars  had  been  sent  "to  every  regu- 
lar Medical  Association  and  Curative  Institu- 
tion, as  far  as  known,  in  the  country.  Replies 
have  been  received  from  nearly  all  . . .” 

The  list  included  408  societies  and  associa- 
tions, most  of  them  state  and  county  medical 
organizations.  Others  were  for  ophthal- 
mologists, obstetricians,  and  those  interested  in 
medical-legal  problems  and  clinico-pathologic 
studies.  Among  these  were  the  Sacramento  Soc- 
iety for  Medical  Improvement,  The  Society  of 
German  Physicians,  San  Francisco;  and  Medi- 
cal Superintendents  for  the  Insane.  One  was  a 
Medical  Benevolent  Society.  In  the  West, 
California  listed  15,  and  the  Territory  of  Col- 
orado, 2.  The  Colorado  Medical  Society  had  or- 
ganized in  1871;  in  1872-73,  it  had  26  active  and 
2 honorary  members,  and  met  annually.  The 
Denver  Medical  Society  dated  back  to  1863. 
There  were  14  active,  and  3 honorary  members. 

There  were  no  entries  for  other  western  states 
or  territories — New  Mexico’s  Territorial  Medi- 
cal Society  would  be  born  in  1882. 

The  curative  institution  list  included  7 from 
California;  no  other  western  state  or  territory 
was  included;  St.  Vincent  Hospital  in  Santa  Fe, 
had  opened  in  1865,  but  apparently  had  not 
been  queried,  or  its  response  was  lost  in  the 
mail.  There  were  frequent  complaints  about 
poor  mail  service. 

Responses  arrived  from  178  hospitals:  49 
were  for  the  care  of  the  insane,  83  were  public, 
and  39  private.  Eight  were  supported  by  religi- 
ous denominations:  Roman  Catholic  Church,  3; 
Protestant  Episcopal  Church,  2;  Society  of 
Friends,  1;  and  Hebrew  benevolent  organiza- 


tions, 2.  Catholic  orders  operated  18  other  hos- 
pitals, and  the  Protestant  Church,  3.  Many  hos- 
pitals were  funded  by  donations  and  patient 
charges,  and  a few  by  dues  of  members  of  be- 
nevolent societies.  The  Central  Pacific  Railroad 
Hospital  received  fifty  cents  a month  from  all 
white  employees.  The  State  Emigrant  Refuge 
and  Hospital  on  Ward’s  Island,  New  York,  was 
supported  by  a $1.50  per  capita  tax  on  each 
emigrant. 

Such  was  the  state  of  the  art  in  1873. 

Who  was  the  arranger?  Joseph  M.  Toner,  MD, 
was  absorbed  in  medical  history.  ^ His  profes- 
sional life  was  spent  in  Washington,  D.C.  A 
promoter  of  medical  libraries,  he  was  a founder 
of  the  American  Medical  Association  Library. 
He  received  many  honors,  among  them  presi- 
dency of  the  American  Medical  Association  and 
of  the  American  Public  Health  Association. 

In  his  writings  on  public  health  matters  he 
tried  to  relate  disease  and  health  to  altitude, 
and  prophesied  that  vacationing  in  the  moun- 
tains would  be  preferred  to  vacationing  at  the 
seashore.  He  suspected  that  "there  may  be 
found  a region  in  some  part  of  New  Mexico, 
perhaps  as  favorable  for  patients  suffering  from 
Phthisis,  as  can  be  found  within  the  boundaries 
of  the  United  States.”^ 

Toner,  a compulsive  collector,  had  the  in- 
stinct of  a museum  curator.  His  collection  of 
medical  data  and  information,  which  he  even- 
tually donated  to  the  National  Library  of  Con- 
gress, consisted  of  25,000  books,  a similar 
number  of  pamphlets,  and  one  million  clip- 
pings. Physicians  used  him  as  an  encyclopedia, 
hence  the  appropriateness  of  his  friends  calling 
him  the  "Fact  Hunter.” 

Toner  was  interested  in  medical  biography, 
and  in  the  1870s  decided  to  look  westward  at  the 
Rocky  Mountain  Medical  Association: 

This  was  a social  group,  composed  of  123  physicians,  their 
wives,  and  a few  nonmedical  gentlemen  who  accompanied 
them  from  the  east  coast  to  San  Francisco  in  1871  for  the 
first  meeting  of  the  American  Medical  Association  west  of 
the  Rocky  Mountains.  (Toner  carried  a letter  or  introduction 
to  Brigham  Young,  but  seems  not  to  have  used  it.)  The 
members  held  reunions  during  the  annual  Association 
meetings.  In  1877  Toner,  as  president,  delivered  an  address 
■with  a title  almost  as  long  as  the  journey:  "Some  Observa- 
tions on  the  Geological  Age  of  the  World,  the  Appearance  of 
Animal  Life  Upon  the  Globe,  the  Antiquity  of  Man,  and  the 
Archeological  Remains  of  Extinct  Races  found  on  the 
American  Continent,  with  Views  of  the  Origin  and  Practice 
of  Medicine  among  uncivilized  Races,  more  especially  the 
North  American  Indians.”  . . . Toner  published  it,  together 
with  the  presidential  addresses  of  former  years  and  a biog- 
raphical dictionary  of  all  the  Rocky  Mountaineers  ...  in  a 
stout  little  volume  of  414  pages  in  1877.® 
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It  seems  proper  to  recognize  the  contributions  MedicalJournal.  He  was  a man  for  all  regions, 
of  Joseph  M.  Toner  in  the  Rocky  Mountain 

Marcus  J.  Smith,  MD 
Scientific  Editor,  New  Mexico 
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Abbreviations 

And  Acronyms 


An  recent  years  the  use  of  abbreviations  and 
acronyms  has  become  increasingly  prevalent,  if 
not  more  popular.  While  much  of  this  prolifera- 
tion of  alphabet-soup  communication  has  been 
fostered  by  the  governmental  bureaucracy, 

medical  teachers  and 
writers  must  accept 
some  credit  or  blame. 
Abbreviations  that  are 
familiar  to  most  physi- 
cians include  FDA,  HSA,  HEW,  HMO,  and 
PSRO,  while  SOB,  MS  (morphine  sulfate?  mit- 
ral stenosis?  multiple  sclerosis?),  LMD,  ROS, 
etc.,  are  examples  of  frequently  encountered 
clinical  "shorthand”.  Medical  acronyms  include 
CAT-scanners  and  the  SOAP  of  problem- 
oriented  progress  notes.  Since  physicians  are 
commonly  accused  of  speaking  a language  of 
their  own,  does  the  use  of  these  communicative 
tools  or  gimmicks  aid  in  expressive  clarity  and 
comprehension — even  among  ourselves? 

One  opinion  is  expressed  in  the  following  let- 
ter to  the  Editor  which  appeared  in  the  July 
1976  issue  of  the  American  Review  of  Respirat- 
ory Disease. 


The  specialty  of  respiratory  care  has  grown 
enormously  in  a brief  period  of  time.  It  utilizes 
complicated  and  expensive  equipment  in  very 
sick  patients,  usually  in  intensive  care  units. 
Highly  trained  nurses  and  respiratory 
therapists  are  an  integral  part  of  the  respirat- 
ory care  team.  Many  abbreviations  are  used  in 
their  speech  and  publications  and  seem  to  mys- 
tify nonrespiratory  care  specialists.  In  a sense  a 


new  language  is  evolving:  IPPB  (intermittent 
positive  pressure  breathing),  IMV  (intermittent 
mandatory  ventilation),  FRC  (functional  re- 
sidual capacity).  Acronyms  are  a favorite  devia- 
tion to  depict  technics  and  therapeutic  mod- 
alities, and  pressure  in  the  airway  at  the  end  of 
expiration  is  no  exception.  Thus,  we  have 
PEEP,  ZEEP,  and  NEEP  for  positive,  zero,  and 
negative  end-expiratory  pressure,  respectively. 
The  practice  becomes  almost  comical  when  de- 
rivations of  these  evolve,  such  as  SLEEP  and 
SHEEP  for  super  low  and  super  high  end-ex- 
piratory pressure,  C-PAP  for  constant  positive 
airway  pressure,  and  PERP  for  positive  end  re- 
spiratory pressure.  The  old  CPPB  for  constant 
positive-pressure  breathing  is  outmoded,  and 
abbreviations  that  have  recently  evolved  in- 
clude even  those  for  ConstantRespiratory  Air- 
way Pressure.  Can  one  expect  further  abbrevia- 
tions for  techniques  such  as  Positive  Oxygen  On 
The  Patient  and  Super  ifigh  inhalation 
Therapy?  A modest  suggestion  from  this  corner 
is  that  a moratorium  be  created  for  the  present 
time  and  that  further  acronyms  and  abbrevia- 
tions in  this  particular  area  of  respiratory  care 
be  withheld. 


Martin  I.  Gold 
Professor  of  Anesthesiology 
University  of  Miami 
School  of  Medicine 
Miami,  Florida  33152 
March  24,  1976 
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ARTICLES 


Traumatic  hemobilia 


Mateo  Bosquez,  MD,  Jerry  M.  Shuck,  MD,  Thomas  L. 

Wachtel,  MD,  Albuquerque,  New  Mexico 


Hemobilia  is  an  uncommon  but  devastating  pro- 
blem. The  prevention  of  this  complication  of  liver 
trauma  is  most  effectively  practiced  at  the  time  of 
initial  exploration.  Accurate  assessment  of  the  in- 
jury, evacuation  of  hematomas,  and  direct  ligation  of 
blood  vessels  and  bile  ducts  in  the  depths  of  the 
laceration  is  essential.  The  diagnostic  maneuvers 
when  hemobilia  is  suspected  are  presented,  and  an 
unusual  case  exemplifies  the  many  points  of  evalua- 
tion and  treatment. 

Introduction 

Although  the  term  "hemobilia”  was  unknown 
until  1948  when  Sandhi om  reported  nine  cases 
of  subcapsular  liver  injury  with  hemorrhage 
into  the  biliary  tract  a description  of  the  entity 
dates  back  to  1654.  Francis  Glisson,  the  English 
anatomist,  wrote  then  in  Anatomic  Hepatis: 

I believe  that  if  the  liver  is  injured 
by  a contusion,  it  may  lead  to  blood 
leaving  the  body  by  way  of  vomit 
or  stool;  for  there  is  no  doubt  that 
the  biliary  duct  takes  unto  itself 
(to  the  great  good  of  the  patient) 
some  of  the  blood  issuing  into  the 
liver  and  leads  it  down  the  intes- 
tines; from  there  it  is  either  impel- 
led  upwards  through  reverse 
peristalsis  or  downwards  the 
usual  way.^ 

Of  all  causes  for  hemobilia  more  than  50  per 
cent  are  traumatic.  Inflammatory  lesions  ac- 
count for  approximately  30  per  cent;  most  of 
those  are  parasitic  lesions  from  the  Far  East. 
Gallstone  erosion  into  the  cystic  artery  and  ad- 
jacent viscus  or  gallbladder  mucosa  are  respon- 
sible for  10  per  cent  of  cases.  Tumors  of  the 


biliary  tract  and  vascular  disorders  such  as 
hepatic  artery  aneurysms  account  for  10  per 
cent  of  reported  hemobilia  cases.  Primary  hepa- 
tic tumors  rarely  bleed,  except  the  rare  in- 
traductal carcinomas;  metastatic  lesions  do  not 
bleed.  More  common  designations  for  bleeding 
from  the  gallbladder  secondary  to  arterial  in- 
jury are  "hemocholecyst”  and  "apoplexy”  of  the 
gallbladder^. 

The  following  case  report  will  help  to  illus- 
trate some  important  points  in  etiology,  diag- 
nosis, and  treatment  of  traumatic  hemobilia. 
CASE  REPORT 

A fifteen  year  old  male  was  transferred  to  Bernalillo 
County  Medical  Center  on  November  19, 1976.  He  had  been 
beaten  in  Southern  New  Mexico  two  weeks  prior  to  transfer 
and  had  sustained  blunt  trauma  to  chest  and  abdomen. 
Because  of  suspected  hemoperitoneum,  he  had  undergone 
an  exploratory  laparotomy.  The  following  is  a quotation 
from  the  operative  note:  "liver  . . . laceration  along  the 
round  (falciform)  ligament  with  full  thickness  laceration  in 
the  anterior  portion  between  the  left  and  right  lobe  of  the 
liver  . . . was  debrided  . . . and  closed  with  through  and 
through  heavy  sutures  of  catgut  and  then  sutured  with  over 
and  over  sutures  of  0 chromic.  Hemostasis  was  found  to  be 
good.  The  lobes  of  the  liver  were  found  to  be  pink  and  viable. 
A large  penrose  drain  was  left  in  the  subhepatic  space  and 
lesser  sac.” 

Postoperative  course  was  uneventful  until  the  eighth  day 
when  the  patient  had  three  episodes  of  hematemesis  pre- 
ceded by  right  upper  quadrant  craimpy  pain.  Bilirubin  was 
6.7  mg/dl.  This  value  fell  to  2.0  mg/dl  on  day  following 
hematemesis.  Esophagogastroscopy  was  interpreted  as 
"hemorrhagic  gastritis.” 

Patient  was  transferred  to  Bernalillo  County  Medical 
Center  because  of  persistence  of  abdominal  pain  and  large 
amounts  of  clear  drainage  via  penrose  drain.  Patient  was  a 
thin,  young,  jaundiced  male  with  a healing  midline  surgical 
incision,  and  right  subcostal  rubber  drains.  Vital  signs  were 
stable.  Admission  laboratory  data  included:  hematocrit 
31%,  white  blood  count  14,900  with  76%  segmented  forms 
and  16%  lymphocytes;  prothrombin  time  and  partial 
thromboplastin  time  were  within  normal  limits;  serum 
amylase  194  Caraway  units  (normal  60-160),  total  bilirubin 
5.2  mg/dl,  direct  bilirubin  3.3  mg/dl,  serum  glutamic 
oxalacetic  transaminase  58  mlu/ml  (normal  5-20  mlu/ml), 
and  serum  alkaline  phosphatase  176  mlu/ml  (normal  20-65 
mlu/ml). 
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TABLE  1 


TREATMENT  OF  TRAUMATIC  HEMOBILIA 


No  Treatment 

Packing 

Debridement 

Hepatic  Artery 
Ligation 

Resection 

Rebled 

McGehee^ 

0/19 

(0%) 

5/9 

(55%) 

4/18 

(22%) 

3/12  (25%) 

1/14 

(7%) 

MacVaugh^^ 

- 

6/10 

(60%) 

0/4 

(0%) 

0/4  (0%) 

0/4 

(0%) 

Whelan^*^ 

33% 

- 

2/6 

(33%) 

- 

- 

Deaths 

McGehee^ 

10/19 

(52%) 

2/9 

(22%) 

0/18 

(0%) 

0/12  (0%) 

4/14 

(28%) 

MacVaugh^^ 

9/20 

(46%) 

2/10 

(20%) 

1/4 

(25%) 

0/4  (0%) 

1/7 

(14%) 

Whelan^® 

12/18 

(66%) 

_ 

0/7 

(0%) 

_ 

3/5 

(60%) 

Shortly  after  admission,  the  patient  again  complained  of 
constant  severe  right  upper  quadrant  pain  that  was  not 
relieved  by  100  mg  meperidine.  He  vomited  100  ml  of  bright 
red  blood;  pain  subsided  thirty  minutes  after  emesis.  An 
upper  gastrointestinal  x-ray  series  was  normal.  Ul- 
trasonography showed  a lesion  in  the  left  lobe  of  the  liver 
(Fig.  1).  Technetium®®  liver  scan  demonstrated  a large 
spherical  defect  (Fig.  2).  Selective  hepatic  arteriogram 
showed  an  area  of  arterial  extravasation  with  a large  in- 
trahepatic  hematoma  (Fig.  3).  Because  patient  had  not 
eaten  during  the  two  postoperative  weeks,  and  because  pan- 
creatitis was  evident,  hyperalimentation  was  begun  in  pre- 
paration for  re-exploration. 

Midline  abdominal  incision  was  used  for  laparatomy  so 
that  extension  by  sternal  splitting  could  be  performed  if 
necessary.  Gallbladder  and  common  bile  duct  were  normal. 
Left  lobe  of  the  liver  had  a hard  6x6  cm  mass  underlying  the 
sutured  8 cm  laceration  (Fig.  4).  Chromic  catgut  sutures 
were  in  place  (Fig.  5).  Partial  left  hepatic  lobectomy  was 
performed  using  the  thick  fibrous  capsule  as  the  medial  wall 
of  dissection.  After  the  hematoma  had  been  evacuated,  a 
large  pulsating  hepatic  artery  was  found  in  the  cavity.  This 
was  ligated  with  00  silk.  Sump  drainage  of  the  subhepatic 
space  was  used  and  gastrostomy  was  performed.  Postopera- 
tive course  was  uneventful  except  for  protracted  pan- 
creatitis. All  drains  were  removed  by  the  fourteenth  post- 
operative day.  The  patient  was  discharged  on  the  24th  post- 
operative day. 

Discussion 

The  number  of  cases  of  hemobilia  has  risen 
sharply  during  the  past  two  decades.  Trauma 
has  been  responsible  for  over  half  of  these  cases. 
Non-penetrating  injury  is  the  cause  in  approx- 
imately 90%  of  those  cases  secondary  to 
trauma^.  Incidence  in  male  patients  is  five 
times  greater  than  in  females.  The  ratio  of 
young  patients  (under  40)  to  older  patients  is  7 
to  1^’  Although  the  automobile  is  by  far  the 
greatest  risk  factor,  an  alarming  number  of 


hemobilia  cases  are  directly  iatrogenic.  Almost 
one-third  of  the  traumatic  hemobilia  cases  re- 
ported by  Sandblom  were  due  to  therapeutic  or 
diagnostic  measures:  parenchymal  contusion 
from  aggressive  liver  retraction,  damage  to  the 
hepatic  artery  with  aneurysm  formation  into 
ductal  system,  and  intrahepatic  injury  secon- 
dary to  instrumentation  of  bile  ducts  during 
gallstone  extractions^.  Additional  causes  in- 
clude percutaneous  liver  biopsy®  and  improper 
treatment  of  the  liver  injury  during  emergency 
laparatomy®. 

Hepatic  injury  causes  tearing  of  arteries, 
veins,  and  bile  ducts  as  well  as  the  crushing  of 
liver  parenchyma.  A bile  and  blood  filled  cavity 
is  formed  which  periodically  drains  via  the  av- 
enue of  least  resistance,  the  biliary  tract.  Spon- 
taneous healing  is  hampered  by  the  hemolytic 
and  fibrinolytic  properties  of  bile  in  the  bile/ 
blood  filled  cavity^®.  The  pathognomonic  triad 
of  subsequent  or  delayed  gastrointestinal 
hemorrhage  associated  with  abdominal  pain 
and  jaundice  is  thus  established^. 

The  hemorrhage  may  be  characterized  by 
dramatic  hematemesis  or  chronic  ipelena.  Ab- 
dominal pain  is  dull  and  aching  secondary  to 
stretching  of  Glisson’s  capsule  by  liver  conges- 
tion. Episodes  of  severe  colicky  pain  are  as- 
sociated with  blood  clots  migrating  toward  the 
sphincter  of  Oddi.  The  jaundice  of  hemobilia  is 
probably  due  to  biliary  obstruction  by  blood 
clots.  The  obstruction  can  occur  an3rwhere  from 
the  bile  canaliculi  to  the  ampulla  of  Vater.  Ic- 
terus may  be  clinical  or  subclinical,  and  often 
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Fig.  1:  Ultrasonograph  showing  cavitary  lesion  (ARROWS)  of  the 
left  lobe  of  the  liver. 

disappears  after  an  episode  of  hematemesis,  as 
demonstrated  in  our  case. 

Quiescent  periods  between  the  episodic  jaun- 
dice, pain,  and  bleeding  delay  correct  diagnosis 
and  treatment.  Hemorrhage  is  often  attributed 
to  peptic  ulcer  disease  or  diffuse  stress  erosions 
and  gastritis.  Jaundice  may  be  mistakenly  at- 
tributed to  hemolysis  or  hepatitis  since  these 
patients  usually  have  had  several  blood  trans- 
fusions. The  time  between  injury  and  the  first 
bleeding  episode  ranges  from  6 days  to  5 
months,  with  the  average  being  4 weeks.  Delay 
from  onset  of  symptoms  until  final  diagnosis  is 
less  than  one  month  in  only  50  per  cent  of  the 
patients^ 

The  diagnostic  workup  should  include: 

1.  Upper  gastrointestinal  series  to  rule  out 
the  more  common  causes  of  upper  gastrointes- 
tinal hemorrhage. 

2.  Endoscopic  examination  including  retrog- 
rade cholangiopancreatography  (ERCP)®' 

3.  Technitium®®  scan  of  liver. 

4.  Selective  hepatic  angiography. 

Angiography  is  by  far  the  most  specific  test 
for  differentiation  of  subcapsular  hematomas, 
internal  parenchymal  ruptures  with 
hematoma,  parenchymal  contusion,  laceration 
or  avulsion  of  vessels,  arterio-venous  fistulas, 
pseudoaneurysm  or  cavity  formation  with 
hemobilia,  formation  of  "bile  cyst”  and  inferior 
vena  cava  obstruction  following  blunt  trauma 
to  liver®.  Ultrasonography  has  been  of  diagnos- 
tic help  in  only  one  other  reported  case®. 


Fig.  2:  Liver  scan  demonstrating  large  defect  (ARROWS)  in  medial 
portion  of  left  lobe  of  the  liver. 


Treatment  of  hemobilia  has  consisted  of  exp- 
loration, gauze-packing,  debridement,  hepatic 
artery  ligation  and  liver  resection®’  Since 
the  basic  lesion  is  potentially  a cavity  filled  with 
clot  or  ischemic  liver,  appropriate  handling  of  a 
liver  injury  at  the  initial  exploration  of  the  liver 
laceration  with  individual  vascular  and  bile- 
duct  ligation  and  debridement  of  ischemic  hepa- 
tic tissue  are  of  paramount  importance. 

Superficial  suturing  of  deep  liver  lacerations 
and  gauze-packing  are  mentioned  only  to  con- 
demn their  use.  Gauze  and  omental  packing, 
popular  before  and  during  World  War  11,  are 
associated  with  hemorrhage,  abscesses,  hepatic 
necrosis,  peritonitis,  hepatitis,  and  fistulae. 
Abandoning  these  techniques  decreased  the 
death  rate  from  30  to  17  per  cent.  Suturing  of 
lacerations,  which  replaced  gauze  packing  in 
post-World  War  II  civilian  injuries,  may  have 
caused  an  increased  death  rate  from  rebleed- 
ing®. 

A comparison  of  previous  reviews  of 
hemobilia  (Table  1)  permits  the  following  con- 
clusions: 
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Fig.  3:  Selective  common  hepatic  arteriogram  showing  extravasa- 
tion from  a branch  of  the  left  hepatic  artery  (SOLID  ARROWS), 
indicative  of  a large  intrahepatic  lesion.  The  gastroduodenal  artery 
ends  abruptly  near  the  spinous  process  of  the  L-1  vertebra  due  to 
previous  surgical  ligation. 

1.  "No  treatment”  includes  inappropriate 
surgery  such  as  cholecystectomy,  cholecystos- 
tomy,  T-tube  biliary  drainage. 

2.  "No  treatment”  is  associated  with  a 50  per 
cent  mortality. 

3.  Packing  is  unacceptable  because  of  re- 
bleeding, increased  morbidity,  and  death. 

4.  Spontaneous  cures  have  been  reported. 
These  have  been  predominantly  in  children 
(under  age  16)^®  who  have  not  had  life-threaten- 
ing exsanguination®  and  in  whom  serial  selec- 
tive arteriography  could  be  performed^^  to 
document  healing. 


Fig.  4:  Operative  findings  showing  lateral  portion  of  left  lobe  of  the 
liver.  The  sutured  laceration  is  evident. 


Fig.  5:  Intrahepatic  cavity  demonstrating  the  thick  fibrous  capsule. 
Anterior  superior  aspect  of  the  liver  is  beneath  the  ruler. 


The  choice  between  debridement,  liver  resec- 
tion, and  hepatic  artery  ligation  for  hemobilia  is 
individualized,  considering  the  following  fac- 
tors: 

1.  A superficial  lesion  of  either  lobe  is  most 
easily  handled  with  debridement  and  indi- 
vidual duct  and  vessel  ligation. 


2.  Left  lobe  lesions  and  certain  selected  right 
lobe  lesions  may  be  treated  with  resection.  Re- 
section can  be  through  the  traditional  lobar  or 
segmental  planes,  or  may  be  modified  as  in  our 
case.  We  used  a well-established  fibrous  cyst 
wall  as  the  medial  plane  for  resection. 

3.  A more  centrally  placed  lesion,  especially 
of  the  right  lobe,  can  be  treated  by  debridement 
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with  the  approach  through  normal  paren- 
chymal or  by  hepatic  artery  ligation^^ 
method  chosen  is  determined  by  the  degree  of 
confidence  in  preoperative  evaluation  of  cavity 
localization. 

4.  Centrally  placed  lesions  or  those  on  the 
dome  of  the  liver  which  might  otherwise  require 
a thoraco- abdominal  approach  are  more  conve- 
niently handled  with  hepatic  artery  ligation. 

Hepatic  artery  ligation  is  possible  because  of 
extensive  collateral  system  supply  and  the  por- 
tal system.  The  sites  of  optimum  ligation  are  the 
common  hepatic  artery  proximal  to  the  gas- 
troduodenal or  right  gastric  artery  branches. 
The  least  optimal  site  is  the  proper  hepatic  ar- 
tery^^’ 


Summary 

Blunt  abdominal  injury  is  the  most  common 
cause  of  traumatic  hemobilia.  Morbidity  and 
mortality  from  hemobilia  can  be  reduced  if 
etiology  and  pathogenesis  of  the  triad  of  G.I. 
bleeding,  jaundice,  and  abdominal  pain  are 
realized.  Prevention  by  accurate  assessment 
and  appropriate  treatment  of  the  initial  liver 
injury  are  most  desirable.  Hepatic  arteriog- 
raphy and  a liver  scan  are  the  recommended 
diagnostic  procedures  for  localizing  the  in- 
trahepatic  lesions  and  demonstrating  varia- 
tions in  the  hepatic  artery  anatomy.  Approp- 
riate treatment  must  be  individualized  accord- 
ing to  the  location  and  magnitude  of  the  lesion.# 
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Colonoscopic  findings  in  patients  with 
polypoid  lesions  of  the  rectosigmoid* 

Richard  A.  Manch,  MD,  Nicholas  A.  Volpicelli,  MD,  Albuquerque,  New  Mexico 


Introduction 

It  is  known  that  patients  with  a pol5rpoid  le- 
sion in  one  area  of  the  colon  or  rectum  are  at 
increased  risk  of  having  additional  polypoid  le- 
sions in  the  lower  intestine  at  the  same  time^’ 

It  follows  that  patients  with  polypoid  lesions  of 
the  rectosigmoid  should  have  a thorough 
examination  of  the  more  proximal  colon  to  rule 
out  additional  polypoid  lesions. 

Recent  studies  indicate  that  colonoscopy  is 
superior  to  the  barium  enema  in  detecting  col- 
onic polyps®’  It  has  been  suggested  that  col- 
onoscopy be  performed  in  all  patients  with 
polypoid  lesions  of  the  rectosigmoid'^’  ®.  In  order 
to  determine  the  clinical  value  of  this  proposal, 
we  have  analyzed  our  colonoscopic  findings  in 
this  patient  group  during  the  period  of  August 
1975  through  April  1976. 

Materials  and  Methods 

During  this  nine-month  period,  822  patients 
underwent  proctosigmoidoscopy  at  the  Lovelace 
Clinic  for  a variety  of  medical  indications. 
Fifty-four  patients  or  6.6  per  cent  were  foimd  to 
have  at  least  one  polypoid  lesion  of  the  rec- 
tosigmoid, including  hyperplastic  (metaplastic) 
polyps,  adenomatous  polyps,  villous  adenomas, 
villoglandular  polyps  (papillary  adenomas), 

* 

Presented  in  part  at  the  American  Society  of  Gastrointestinal  Endoscopy  Meeting,  May 
1976,  Miami,  Florida.  Address  requests  for  reprints  to  Nicholas  A.  Volpicelli,  MD, 
Director  of  Gastrointestinal  Section,  Lovelace  Bataan  Medical  Center,  Albuquerque,  New 
Mexico.  87108. 


carcinoma,  and  lymphoma.  Colonoscopy  was 
performed  in  41  of  these  54  patients,  or  76  per 
cent  (Table  1).  The  ages  of  these  patients  ranged 
from  40  to  82. 

The  original  indications  for  proctosigmoidos- 
copy in  our  study  group  of  41  patients  included: 

(1)  evaluation  of  some  symptom  suggesting  a 
colonic  or  rectal  disorder  such  as  rectal  bleed- 
ing, abdominal  pain,  or  change  in  bowel  habits, 

(2)  followup  of  a previously  treated  polyp  or 
cancer,  and  (3)  part  of  a general  physical 
examination  (Table  2). 

A total  of  51  polypoid  lesions  of  the  rectosig- 
moid were  found  at  proctosigmoidoscopy  in  our 
41  patients.  Eight  patients  had  more  than  one 
polypoid  lesion  at  proctosigmoidoscopy,  includ- 
ing 2 patients  with  3 lesions  each  (Table  3). 

Each  patient  in  our  study  group  underwent  a 
conventional  barium  enema  and  then  colonos- 
copy to  determine  if  additional  polypoid  lesions 
of  the  colon  were  present.  The  cecum  was 
reached  colonoscopically  in  90  per  cent  of  cases. 
All  additional  polypoid  lesions  were  removed  in 
toto  or,  in  the  cases  of  large  invasive  malignan- 
cies, biopsied.  All  tissue  was  submitted  for 
pathological  study.  Polypoid  lesions  were  clas- 
sified according  to  the  criteria  of  Morson  and 
Dawson  1. 

Results 

The  additional  polypoid  lesions  of  the  colon 
found  at  colonoscopy  are  listed  in  Table  4 ac- 
cording to  their  histopathology  and  size.  In  all,  a 
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TABLE  I 


TABLE  II 


STUDY  GROUP 

TOTAL  PROCTOSIGMOIDOSCOPIES  (9  MONTHS)  822 

PATIENTS  WITH  POLYPOID  LESIONS  OF  RECTOSIGMOID  54  { 6.6*) 

PATIENTS  UNDERGOING  COLONOSCOPY  41  (76.0*) 


total  of  60  additional  polypoid  lesions  were 
found.  Forty  of  these  lesions  were  adenomatous 
polyps,  17  of  which  were  one  cm  or  greater  in 
size.  Four  were  malignancies,  including  three 
adenocarcinomas  and  one  lymphoma.  Sixteen  of 
the  60  additional  polypoid  lesions  were 
hyperplastic  polyps. 

Table  5 lists  the  frequency  of  additional 
polypoid  lesions  at  colonoscopy.  There  were  four 
patients  with  malignancy,  comprising  10  per 
cent  of  the  patients  studied.  Thirty-six  per  cent 
of  the  patients  had  adenomatous  polyps  one  cm 
or  greater  in  size  at  colonoscopy,  and  an  addi- 
tional 10  per  cent  had  adenomatous  polyps  less 
than  one  cm  in  size.  In  all,  28  of  the  41  patients 
or  68  per  cent  of  the  study  group  had  at  least  one 
additional  pol5Tpoid  lesion  of  the  colon  found  at 
colonoscopy.  Eighteen  of  these  patients  had 
more  than  one  additional  lesion. 

Table  6 correlates  the  histopathological  type 
of  polypoid  lesion  of  the  rectosigmoid  with  the 
finding  of  additional  adenomatous  polyps  or 
malignancy  at  colonoscopy.  Seventy-five  per 
cent  of  patients  with  adenomatous  polyps  of  the 
rectosigmoid  had  additional  adenomatous 
polyps  at  colonoscopy  including  one  with  an 
early  invasive  adenocarcinoma.  Two  of  11  pa- 
tients with  villous  or  villoglandular  polyps  in 
the  rectosigmoid  had  additional  adenomatous 
polyps,  and  one  further  patient  had  an 
adenocarcinoma  found  colonoscopically  which 
had  already  spread  to  regional  lymph  nodes. 
Three  of  five  patients  with  rectosigmoid 
adenocarcinoma  had  additional  adenomatous 
pol5T3s.  The  patient  with  rectal  lymphoma  was 
found  to  have  an  additional  wide-based  polypoid 
mass  near  the  splenic  flexure  which,  on  snare 
biopsy,  proved  to  be  lymphoma  also.  This  find- 
ing aided  in  staging  the  patient  for  therapy. 
Fifty-eight  per  cent  of  patients  with  only 
hyperlplastic  polyps  in  the  rectosigmoid  were 


ORIGINAL  INDICATIONS  FOR  PROCTOSIGMOIDOSCOPY  IN 
STUDY  GROUP 

(A1  patients) 


NUMBER  OF 
PATIENTS 

PERCENT 

symptomatic 

30 

73% 

FOLLOW-UP  (PREVIOUS  POLY)’  OR  CA) 

8 

20% 

GENERAL  PHYSICAL  EXAM 

3 

7% 

TABLE  III 


polypoid  LESIONS  OF  RECTOSIGMOID  IN  STUDY  GROUP 


NUMBER  OF 

POLYPOID 

LESIONS 

PERCENT 

HYPERPLASTIC  POLYPS 

21 

41% 

ADENOMATOUS  POLYPS 

13 

26% 

VILLOUS  OR  VILLOGLANDULAR 
POLYPS 

11 

21% 

CARCINOMA 

5 

10% 

LYMPHOMA 

1 

2% 

TOTAL 

51 

100% 

found  to  have  additional  adenomatous  polyps, 
and  in  one  case  a Dukes’  A adenocarcinoma,.at 
colonoscopy. 

Additional  adenomatous  polyps  or  malig- 
nancy were  found  in  all  groups  of  patients  when 
divided  according  to  presenting  symptoms  or 
indication  for  proctosigmoidoscopy  (Table  7). 


Fig.  1.  Diagrammatic  comparison  of  colonoscopy  and  barium 
enema  in  detecting  additional  polypoid  lesions  of  the  colon  in  pa- 
tients with  polypoid  lesions  of  the  rectosigmoid. 
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TABLE  IV 


TABLE  VII 


ADDITIONAL  POLYPOID  LESIONS  OF  THE  COLON 

AT 

COLONOSCOPY 

SIZE  ADENOMATOUS 

HYPERPLASTIC  CA 

TOTAL 

< 1 cm.  23 

16  0 

39 

i 1 cm.  17 

0 4 

21 

TOTAL  40 

16  4 

60 

TABLE  V 

FREQUENCY  OF  ADDITIONAL  POLYPOID  LESIONS 

OF  THE 

COLON 

AT  COLONOSCOPY 

(41 

patients) 

NUMBER  OF 
PATIENTS 

PERCENT 

CARCINOMA 

4 

10% 

ADENOMATOUS  POLYP  > 1 cm 

15 

36% 

ADENOMATOUS  POLYPS  < 1 cm.  4 

10% 

HYPERPLASTIC  POLYPS  ONLY 

5 

12% 

TOTAL 

28 

68% 

TABLE  VI 

CORRELATION  BETWEEN  TYPE  OF  POLYPOID  LESION  OF  THE  RECTOSIGMOID 

AND  FINDINGS  AT  COLONOSCOPY 

RECTAL  LESION 

NUMBER  OF  ADENOMATOUS 

POLYPS  OR 

PATIENTS  MALIGNANCY 

NUMBER 

PERCENT 

ADENOMATOUS  POLYP 

12  9 

75% 

HYPERPLASTIC  POLYP  ONLY 

12  7 

58% 

VILLOUS  OR  VILLOGLANDULAR  POLYP 

11  3 

27% 

ADENOCARCINOMA 

5 3 

60% 

LYMPHOMA 

1 1 

100% 

TOTAL 

41  23 

56% 

Tables  8 and  Figure  1 compare  barium 

enema 

with  colonoscopy  in  detecting  adenomatous 
polyps  and  malignancy.  Only  nine  per  cent  of 
the  adenomatous  polyps  less  than  1 cm  in  size, 
and  47  per  cent  of  the  adenomatous  polyps  1 cm 
or  greater  in  size  found  at  colonoscopy  were  also 
seen  on  the  conventional  barium  enema.  One  of 
the  four  malignant  lesions,  a Dukes’  A,  invasive 
adenocarcinoma,  was  not  detected  on  conven- 
tional or  air  contrast  barium  enema.  In  all,  con- 
ventional barium  enema  showed  only  30  per 
cent  of  the  adenomatous  polyps  or  carcinomas 

found  at  colonoscopy. 


CORRELATION  BETWEEN  PRESENTING  SYMPTOM  AND  FINDINGS 
AT  COLONOSCOPY 


SYMPTOM 

NUMBER  OF 
PATIENTS 

ADENOMATOUS  POLYPS  OR 
MALIGNANCY 

NUMBER 

PERCENT 

RECTAL  BLEEDING 

14 

9 

64% 

ABDOMINAL  PAIN 

10 

3 

30% 

FOLLOW-UP  OF  POLYPS/CA 

7 

5 

71% 

WEIGHT  LOSS 

4 

4 

100% 

CHANGE  IN  BOWEL  HABITS 

3 

1 

33% 

ROUTINE  PHYSICAL 

3 

1 

33% 

TOTAL 

41 

23 

56% 

TABLE  VIII 

BARIUM  ENEMA  COMPARED 

WITH  COLONOSCOPY  IN  DETECTING 

ADENOMATOUS 

POLYPS  AND  CARCINOMA 

COLONOSCOPY 

BARIUM 

ENEMA 

PERCENT 

AOENOWITOUS  POLYPS,  < 1 cm. 

23 

2 

9% 

ADENOMATOUS  POLYPS,  > 1 cm. 

17 

8 

47% 

CARCINOMA 

4 

3 

75% 

TOTAL 

44 

13 

30% 

Discussion 

This  study  supports  the  recommendation'^’  ® 
that  colonoscopy  be  performed  in  all  patients 
with  polypoid  lesions  of  the  rectosigmoid.  Re- 
gardless of  the  presenting  symptoms  or  his- 
topathologic type  of  rectosigmoid  polyp,  there  is 
a good  chance  of  finding  additional  polypoid  le- 
sions of  the  colon  at  colonoscopy  in  this  patient 
group. 

Most  authorities  agree  that  hyperplastic 
polyps  have  no  malignant  potential^’®.  There- 
fore, finding  these  alone  at  colonoscopy  is  of 
questionable  clinical  value.  On  the  other  hand, 
we  noted  an  interesting  association:  seven  of 
twelve  patients  (58%) 'with  only  hyperplastic 
polyps  of  the  rectosigmoid  were  found  to  have 
additional  adenomatous  polyps,  one  of  which 
also  had  an  early  adenocarcinoma  at  colonos- 
copy. The  significance  of  this  finding  will  re- 
quire further  study  and  confirmation. 

Comparison  of  colonoscopy  with  barium 
enema  in  detecting  polyps  is  dependent  on 
many  factors  including  the  patient  preparation, 
the  type  of  barium  enema  and  the  skill  of  the 
radiologist®’  Nevertheless,  colonoscopy  of- 
fers the  additional  advantage  of  allowing  le- 
sions to  be  removed  or  biopsied,  thus  providing 


for  1978 


197 


far  more  information  than  the  best  of  contrast 
technics.  Notable  in  this  regard  is  the  fact  that 
two  of  our  patients  were  found  to  have  very 
early  invasive  adenocarcinomas. 

We  believe  it  is  likely  that  performing  col- 
onoscopy in  this  readily  identifiable  group  of 
patients  will  decrease  their  mortality  and  mor- 


bidity from  colon  cancer  by  earlier  diagnosis 
and,  in  the  case  of  polypectomy,  possible  pre- 
vention of  colon  cancer.# 
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iwhat’s  your  reading? 

iltti 


Prepared  by  Jonathan  A brams,  MD,  A Ibuquerque,  New  Mexico  * 


The  following  rhy- 
thm strips  were  ob- 
tained on  a 54-year  old 
man  admitted  with  an 
acute  uncomplicated 
anterior  wall  myocar- 
dial infarction.  The  pa- 
tient had  been  started 
on  a prophylactic  Lido- 
caine  drip  but  had  no 
chest  pain  or  prior  ar- 
rhythmias. What  is  the 
diagnosis? 


CONTINUOUS 


S/p  M.I,  B.R  WNL  NO  PAIN  ON  LIDOCAINE 
See  Page  223 


Dr.  Abrams  is  Chief,  Division  of  Cardiology,  and  an  Associate  Professor  of  Medicine,  University  of  New  Mexico  School  of 
Medicine,  Albuquerque. 
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Spinal  subdural  hematoma* 


Arden  F.  Reynolds,  Jr.,  MD  and  Paul  T.  Turner,  MD, 

Albuquerque,  New  Mexico 


Spinal  subdural  hematomas  are  rare,  having  been 
reported  only  26  times.  Thrombocytopenia,  clotting 
disorders,  anticoagulants,  minor  trauma,  and  diffi- 
culty with  lumbar  punctures  have  been  associated 
factors  in  24  of  the  26  cases  1-4,  6.  Only  two  spon- 
taneous spinal  subdural  hematomas  have  been  re- 
ported, and  those  were  both  in  the  thoracic  region  1, 
2.  This  is  a unique  case  in  that  it  is  the  first  spinal 
: subdural  hematoma  to  be  located  in  the  cervical  re- 
' gion  with  no  history  of  trauma  or  any  of  the  other 
precipitating  factors  listed  above. 


CASE  REPORT 


Fig.  1.  Cervical  subdural  hematoma.  A.  Clot  is  present  in  the 
subdural  space.  B.  Arachnoid  underlying  the  clot  is  intact. 


■ This  57-year  old  Navajo  male  presented  with  a five-day 
history  of  bilateral  hip  pain  and  a three-day  history  of 
! generalized  headache.  Fifteen  hours  prior  to  admission  he 
i first  noted  weakness  of  his  legs.  Ten  hours  prior  to  admis- 
sion he  was  unable  to  walk.  At  a local  clinic  a lumbar 
; puncture  was  performed.  No  opening  pressure  was  deter- 
i mined.  There  was  one  red  cell  per  mm®  and  zero  white  cells 
ii-  per  mm®.  A protein  was  not  done.  Eight  hours  prior  to 
admission  he  was  weak  in  his  arms  and  legs  and  dem- 
i I onstrated  a sensory  level  at  his  nipples.  On  transfer  to  the 
::  university  hospital,  the  past  history  was  unremarkable, 
li  including  specific  denial  of  any  trauma.  On  examination  the 
i I patient  was  without  sensation  below  the  nipples,  there  was 
' ! mild  weakness  of  the  upper  extremities  and  flaccid  lower 
' extremities,  deep  tendon  reflexes  were  absent,  and  rectal 
I tone  was  flaccid. 

' Cervical  spine  films  revealed  moderate  osteoarthritis.  An 

i emergency  myelogram  disclosed  a high-grade  block  from 
C-4  to  C-7.  The  inferior  aspect  of  the  block  appeared  to  be  of 
an  intramedullary  pattern;  however,  the  upper  margin  ap- 
, ! peared  to  be  of  an  intradural  extramedullary  type.  The  CSF 
' [ protein  was  447  mg/dl  and  VDRL  was  negative.  Coagula- 
I tion  studies  were  normal.  Prothrombin  time  was  13  sec., 

j 

i From  the  Division  of  Neurosurgery  University  of  New  Mexico  School  of  Medicine. 
I’l  Albuquerque,  New  Mexico 


control  12  sec.;  partial  thromboplasm  time  was  25  sec.;  and 
platelets  were  305,000  and  362,000  per  mm®.  Liver  function 
studies,  bilirubin,  total  protein,  albumin,  SGOT,  and  LDH 
were  normal. 

The  patient  was  taken  immediately  to  the  operating  room 
where  a C-3  to  T-1  laminectomy  was  performed  in  the  sit- 
ting position.  The  dura  was  tense  and  not  pulsatile.  The 
dura  was  opened  and  a red  solid  clot  was  present  from  C-4  to 
C-8.  The  clot  was  dorsal  and  extended  to  dentate  ligaments 
on  each  side  (Fig.  lA).  The  maximum  thickness  was  5 mm 
opposite  C-8.  The  clot  was  removed  revealing  an  intact 
arachnoid  (Fig.  IB).  Moderate  osteophytes  were  palpable 
anterior  to  the  cord.  On  microscopic  examination,  fresh  clot 
with  scattered  areas  of  fibroblasts  without  collagen  were 
noted. 

Postoperatively,  the  patient  regained  sensation  in  the 
legs  at  24  hours  and  some  leg  motion  at  36  hours.  At  48 
hours  postoperatively  he  suffered  a cardiopulmonary  arrest 
and  could  not  be  resuscitated. 

Discussion 

This  is  the  third  case  of  spontaneous  spinal 
subdural  hematoma  to  be  reported,  and  the  first 
to  involve  the  cervical  region.  The  previous 
cases  were  both  in  women  and  both  were  in  the 
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thoracic  region.  The  first  case  had  an  eight-day 
history  of  back  pain.  Following  laminectomy  a 
complete  recovery  occurred^.  The  second  case 
had  an  eighteen-day  history  of  back  pain.  F al- 
lowing laminectomy  a partial  recovery  oc- 
curred 2. 

The  genesis  of  spontaneous  spinal  subdural 
hematoma  remains  obscure.  Injection  technics 
have  demonstrated  a fine  anastomatic  subdural 
vascular  network®.  The  paucity  of  blood  vessels 
in  the  subdural  space  may  account  for  the  rarity 


of  this  lesion.  Another  proposal  is  that  sudden 
Valsalva  maneuvers  would  raise  the  intravas- 
cular pressure  before  raising  CSF  pressure  and 
thus  the  vessels  might  rupture®.  Nevertheless, 
the  cause  of  subdural  bleeding  has  not  been 
elucidated  definitively. 

Such  more  common  associated  factors  as 
thrombocytopenia,  bleeding  disorders,  an- 
ticoagulation, multiple  traumatic  attempts  at 
lumbar  puncture,  and  mild  trauma  are  all  well 
discussed  in  a review  of  the  subject  of  spinal 
subdural  hematomas®.* 
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Primary  plague  septicemia 

Case  Report 


E.  Michael  Lewiecki,  MD 
Albuquerque,  New  Mexico 


In  the  Southwestern  United  States  plague  is 
usually  considered  in  the  differential  diagnosis 
of  patients  with  fever  and  unexplained  lym- 
phadenitis. Less  commonly  plague  may  occur  in 
a primary  septicemic  form,  making  the  diag- 
nosis exceedingly  difficult.  This  case  report  il- 
lustrates the  occurrence  of  primary  septicemic 
plague,  the  diagnostic  difficulties,  and  a re- 
markably good  clinical  response  to  therapy. 


CASE  REPORT 

The  patient  is  a 36  year-old  Indian  male  uranium  miner. 
He  was  in  good  health  until  10  A.M.  on  July  19, 1977,  when 
he  suddenly  developed  fever,  chills,  and  bilateral  low  back 
pain.  Several  hours  later  he  came  to  an  Albuquerque  hospi- 
tal emergency  room.  Vital  signs  revealed  a temperature  of 
38.8°C,  a pulse  of  120/min.,  a respiratory  rate  of  30/min.,  and 
a blood  pressure  of  124/80  mm  Hg.  Physical  examination 
was  otherwise  unremarkable.  Laboratory  studies  revealed 
a hematocrit  of  46%,  and  a white  blood  cell  count  of 
13,900/mm®,  with  62%  neutrophils,  32%  band  forms,  1% 
monocytes,  and  4%  lymphocytes.  Urinalysis  showed  2-5  red 
blood  cells  and  0-2_white  blood  cells  per  high-powered-field, 
without  bacteria.  The  patient  was  treated  symptomatically 
ai^told  to  return  if  symptoms  persisted. 

The  following  day,  he  returned  to  the  emergency  room, 
complaining  of  nausea  and  vomiting  in  addition  to  his  pre- 
vious symptoms.  His  vital  signs  were:  temperature  40.0°C, 
pulse  120/min.,  respiratory  rate  28/min.,  and  blood  pressure 
100/70  mm  Hg.  Physical  examination  showed  slight  ten- 
derness of  both  flanks  and  mild  generalized  abdominal  ten- 
derness. Laboratory  data  showed  a hematocrit  of  46%,  and  a 
white  blood  cell  count  of  14,700/mm®,  with  38%  neutrophils, 
54%  band  forms,  4%  metamyelocytes,  and  4%  lymphocytes. 
Urinalysis  showed  moderate  proteinuria,  2-4  red  blood  cells 
and  3-7  white  blood  cells  per  high-powered-field,  and 
marked  bactiuria.  Chest  X-ray  showed  underventilation  of 
both  lungs,  but  no  infiltrates.  Abdominal  X-rays  showed 
calcific  density  in  the  area  of  the  left  uretero-pelvic  junction. 


Presumptive  diagnosis  of  urinary  tract  infection  with  neph- 
rolithiasis was  made.  Blood  and  urine  cultures  were  ob- 
tained. He  was  admitted  to  the  hospital  and  treated  with 
parenteral  ampicillin. 

On  the  evening  of  admission,  his  temperature  rose  to 
41.3°C,  his  blood  pressure  dropped  to  80/50  mm  Hg,  and  he 
became  obtunded.  Physical  examination  showed  left  lower 
quadrant  abdominal  tenderness,  but  no  guarding  or  re- 
bound. An  emergency  intravenous  pyelogram  was  per- 
formed, which  showed  normal  kidneys  and  upper  urinary 
tracts,  with  slight  displacement  of  the  bladder  to  the  right, 
suggestive  of  an  intra-abdominal  mass  at  the  left  lateral 
border  of  the  bladder.  A barium  enema  was  normal,  as  were 
tomograms  of  the  gall  bladder.  The  patient  was  treated  with 
intravenous  fluids,  gentamicin,  high  dose  corticosteroids, 
and  a cooling  blanket.  Surgical  consultation  suggested  the 
patient  might  have  an  injtra-abdominal  infection,  but  re- 
commended a period  of  observation  and  stabilization  before 
considering  surgery.  Over  the  next  few  days  peritoneal 
signs,  localized  to  the  left  lower  quadrant  of  the  abdomen, 
worsened. 

On  the  third  hospital  day,  three  admission  blood  cultures 
were  reported  positive  for  a slowly-growing  gram  negative 
bacillus.  Urine  culture  was  negative.  Because  of  the  pa- 
tient’s physical  findings,  persistent  fever,  and  possible  in- 
tra-abdominal mass  on  X-rays,  an  exploratory  laparotomy 
was  performed.  Laparotomy  showed  several  milliliters  of 
clear  peritoneal  fluid,  but  was  otherwise  unremarkable, 
including  the  absence  of  lymphadenopathy.  A gram  stain  of 
the  fluid  showed  rare  white  blood  cells  and  no  bacteria. 
Aerobic  and  anaerobic  cultures  of  the  fluid  were  negative. 
Postoperatively,  treatment  was  continued  with  gentamicin 
and  cefazolin.  He  had  mild  fever  for  two  days,  and  sub- 
sequently became  afebrile. 

Coagulation  studies  on  the  fourth  day  of  hospitalization 
showed  a platelet  count  of  65,000/mm®,  weakly  positive 
fibrin  degradation  products  at  a titer  of  1:40,  and  normal 
partial  thromboplastin  time  and  prothrombin  time.  Several 
days  later  platelet  count  returned  to  normal.  There  never 
were  clinical  bleeding  problems. 

On  eighth  hospital  day  gram  negative  bacillus  from  the 
admission  blood  cultures  was  identified  as  Y ersinia  pestis, 
confirmed  by  the  Scientific  Laboratory  System  in  Al- 
buqueruque  with  fluorescent  antibody  staining,  phage  sen- 
sitivity tests,  and  biochemical  tests.  Initial  identification  of 
organism  had  been  hampered  by  its  slow  growth,  lack  of 
clinical  suspicion  of  plague,  and  a misreading  of  the  bacte- 
rial motility  studies.  Although  the  patient  was  afebrile  and 
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making  an  uneventful  recovery  from  surgery,  antibiotics 
were  changed  to  tetracycline  and  streptomycin.  He  con- 
tinued to  do  well,  and  was  discharged  on  eighteenth  hospital 
day.  Acute  and  convalescent  sera  tested  by  passive 
hemagglutination  for  antibodies  to  fraction  1 of  Yersinia 
pestis  showed  rise  in  titer  from  zero  to  1:32. 

The  patient  resided  in  an  area  endemic  for  plague,  but  had 
no  known  contact  with  a plague  source.  Thorough  investiga- 
tion of  his  home  environment  revealed  several  rodent  parts 
under  the  floor  of  his  garage,  but  tissue  cultures  and  fluores- 
cent antibody  studies  for  plague  were  negative. 


Discussion 

Human  plague  may  result  from  the  bite  of  an 
infected  flea,  direct  contact  with  a living  or  dead 
infected  animal,  or  inhalation  of  aerosolized 
Yersinia  pestis  droplets  from  a person  with 
plague  pneumonia.  Bubonic  (or  zootic)  plague  is 
by  far  the  most  common  form,  presenting  with 
fever  and  exceedingly  tender  l3nnphadenitis.  If 
blood  cultures  are  obtained  often  enough,  most 
patients  with  bubonic  plague  will  be  found  to 
have  a bacteremic  phase^.  Quantitative  blood 
culture  studies  have  shown  that  high  density 
bacteremia  is  associated  with  an  especially  poor 
prognosis^.  There  is  also  a milder  and  usually 
circumscribed  form  of  bubonic  plague  called 
"pestis  minor”,  or  ambulatory  plague. 

Primary  plague  pneumonia  (or  demic  plague) 
occurs  almost  exclusively  after  contact  with  a 
patient  having  pulmonary  involvement.  It  is 
characterized  by  dense  pulmonary  infiltrates 
and  a fulminant  fatal  course. 

Primary  plague  septicemia  is  a well  estab- 
lished, but  rare,  clinical  entity.  This  form  of 
plague  may  result  from  direct  invasion  of  the 
bloodstream  by  organisms  entering  through  the 
skin  or  mucous  membranes;  alternatively,  it 
may  be  due  to  secondary  invasion  of  the 
bloodstream  from  nonapparent  buboes,  or  from 
a respiratory  tract  infection  without  conspicu- 
ous local  reaction.  The  onset  of  symptoms  in 
primary  plague  septicemia  is  usually  sudden 
and  severe,  with  the  patient  rapidly  developing 
septic  shock.  Prodromal  symptoms  may  include 
headache,  malaise,  apathy  or  restlessness, 
nausea,  and  low  back  pain.  If  not  treated  early 
and  vigorously,  patients  die  within  one  to  three 
days,  but  sometimes  within  hours  of  the  onset. 

Plague  septicemia  may  lead  to  complications 
from  bacterial  seeding,  plague  endotoxin**, 
or  disseminated  intravascular  coagulation 
(DIG).®’  ® Virtually  any  organ  or  tissue  of  the 


body  can  be  involved  by  pyogenic,  inflamma- 
tory, thrombotic,  or  hemorrhagic  lesions.  Sec- 
ondary plague  pneumonia  occurs  in  about  5 per 
cent  of  cases  of  bubonic  plague’,  and  plague 
meningitis,  myocarditis,  and  pericarditis  are 
not  uncommon.  A subclinical  DIG  syndrome 
probably  occurs  frequently  in  plague — such  fea- 
tures consistent  with  possible  mild  DIG  were 
noted  in  the  patient  presented  here. 

Plague  patients  do  not  usually  have  abdomi- 
nal complaints,  but  nausea,  vomiting,  and  ab- 
dominal pain  may  "occur.®”  An  occasional  pa- 
tient may  have  such  severe  abdominal  pain  that 
appendicitis  or  other  surgical  condition  is  sus- 
pected, and  in  these  cases  exploratory 
laparotomy  discloses  marked  intra-abdominal 
or  retroperitoneal  lymphadenopathy.^’  ® The  pa- 
tient presented  here  clearly  did  not  have  de- 
monstrable lymphadenopathy  or  a localized  in- 
flammatory process  at  laparotomy,  nor  did  he 
have  any  other  evidence  of  localized  infection. 
He  thus  falls  into  that  group  of  patients  clas- 
sified as  having  primary  plague  septicimia. 

Streptomycin  is  considered  to  be  the  drug  of 
choice  in  the  treatment  of  plague.  Other  drugs 
of  proven  effectiveness  include  the  tetracyc- 
lines, kanamycin,  chloramphenicol,  and  sul- 
fonamides. The  combination  of  streptomycin 
plus  tetracycline  is  frequently  used  to  treat 
plague  in  this  country.  Penicillin  and  ampicillin 
should  not  be  used  to  treat  plague,  even  though 
they  are  often  effective  against  Yersinia  pestis 
on  in  vitro  testing.  The  use  of  these  drugs  may 
result  in  the  development  of  plague  meningitis 
or  other  metastatic  infectious  foci.*®  Trimethop- 
rim-sulfamethoxazole has  been  used  in  plague 
patients,  but  has  resulted  in  prolonged  fever 
and  a higher  incidence  of  complications  com- 
pared to  patients  treated  with  streptomycin 
alone®.  To  date  there  have  been  no  published 
studies  evaluating  the  use  of  gentamicin  in 
plague.  Anecdotal  case  histories  of  plague  pa- 
tients treated  initially  with  gentamicin  have 
shown  variable  results.  Unpublished  data  from 
animal  studies  (by  Poland)  have  shown  that 
gentamicin,  in  dose  ranges  equivalent  to  those 
used  in  man,  can  effectively  treat  plague,  but 
probably  not  as  effectively  as  streptomycin**. 
The  relevance  of  these  observations  to  the 
treatment  of  human  plague  remains  to  be  de- 
termined. The  patient  reported  here  showed  a 
good  clinical  response  to  gentamicin,  in  combi- 
nation first  with  ampicillin,  and  later  with 
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cephazolin.  Since  it  is  vital  that  septicemic 
plague  be  treated  with  effective  antibiotics  as 
early  as  possible,  and  gentamicin  is  an  antibio- 
tic commonly  used  in  the  initial  treatment  of 
sepsis  of  unknown  origin,  further  studies 
evaluating  the  efficacy  of  gentamicin  in  the 
treatment  of  human  plague  are  indicated.  Fur- 
thermore, in  areas  of  the  country  endemic  for 


plague,  this  diagnosis  must  be  considered  in  any 
patient  with  sepsis  of  obscure  origin.  • 
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Cutaneous  and  other  complications 
of  cyclophosphamide:  A brief  review 


R.  Thomas  Jessen,  MD,  Michael  Straight,  MD,  and  Edgar  B.  Smith,  MD, 

Albuquerque,  New  Mexico* 


Cyclophosphamide,  a cytotoxic  and  im- 
munosuppressive drug,  has  been  used  widely  in 
the  management  of  patients  with  leukemias, 
lymphomas  and  other  malignancies.  Recently, 
cyclophosphamide  has  been  used  more  fre- 
quently in  non-neoplastic  diseases.^  Among  the 
non-malignant  diseases  which  have  been  re- 
ported to  respond  to  this  drug  are  rheumatoid 
arthritis,  systemic  lupus  erythematosus,  der- 
matomyositis,  chronic  glomerulonephritis, 
nephrotic  syndrome,  Wegener’s  granulo- 
matosis, peripheral  uveitis,  Bechet’s  disease, 
pemphigus  vulgaris,  bullous  pemphigoid, 
pyoderma  gangrenosum,  idiopathic  throm- 
bocytopenic purpura,  scleromyxedema,  cryog- 
lobulinemia, myasthenia  gravis  and  multiple 
sclerosis.  Cyclophosphamide  has  also  been  used 
extensively  to  suppress  the  rejection  phenome- 
non after  organ  transplantation.  The  dosages 
used  by  various  investigators  in  these  non- 
malignant  conditions  have  varied  considerably, 
but,  in  general,  have  ranged  from  1.0  to  3.0 
mg/kg  body  weight/day.  This  is  less  than  the  3-5 
mg/kg  day  often  used  in  induction  of  therapy  of 
malignancies,  but  is  similar  to  schedules  used 
in  maintenance  cancer  chemotherapy.  Even 
with  relatively  low  doses,  complications  are 
varied  and  not  uncommon.  We  here  briefly  re- 
view some  of  the  undesired  effects  of  cyclophos- 
phamide therapy. 


*Dr.  Jessen  and  Dr.  Smith  are  at  the  Veterans  Administration  Hospital,  and  Division  of 
Dermatology,  Department  of  Medicine,  University  of  New  Mexico  School  of  Medicine. 
Albuquerque,  New  Mexico.  Dr.  Straight  is  at  the  Department  of  Medicine,  University  of 
New  Mexico  School  of  Medicine.  For  reprints,  write:  Division  of  Dermatology,  University 
of  New  Mexico  School  of  Medicine,  2701  Frontier.  NE,  Albuquerque,  New  Mexico. 


Mechanism  of  Action 

Cyclophosphamide  is  a nitrogen  mustard  de- 
rivative synthesized  in  1958  in  a search  for  an 
alkylating  agent  with  more  neoplastic  specific- 
ity and  less  toxicity.  The  mechanism  of 
cytotoxicity  probably  is  the  result  of  cross  link- 
ing of  metabolites  with  nucleic  acids.  Certain 
metabolites  are  able  to  phosphorylate  nucleic 
acids,  interfering  further  with  cellular  function. 
It  becomes  active  only  after  passage  through  the 
liver,  where  it  is  converted  to  its  active  metabo- 
lites by  microsomal  enzymes.  Its  major 
cytotoxic  metabolite  is  believed  to  be  4 ketocyc- 
lophosphamide.  Enzymes  in  the  hepatic  path- 
way for  cyclophosphamide  metabolism  and  ac- 
tivation are  inducible  and  shared  by  other  drugs 
such  as  barbiturates  and  corticosteroids,  al- 
lopurinol,  chloroquine,  phenothiazines,  potas- 
sium iodide,  chloramphenicol,  imipramine,  and 
vitamin  A.  All  of  these  drugs  have  the  potential 
for  increasing  cyclophosphamide  toxicity  by  in- 
creasing activation.  High  plasma  concentration 
of  the  drug  can  also  be  produced  by  renal  failure 
with  decreased  excretion.  Dose  related  toxicity 
correlates  best  with  surface  area  and  not  with 
weight.  2 

Cutaneous  Side  Effects 

Dermatologic  side  effects  of  the  drug  include 
alopecia  and  pigmentary  problems.  The 
alopecia  is  reversible  and  occurs  in  50  per  cent  of 
patients  on  high  doses.  Romankiewicz  described 
increased  pigmentation  of  all  nailbeds,  palms 
and  fingers  beginning  one  month  after  the  in- 
itiation of  cyclophosphamide  (100  mg/day)  for 
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nephrotic  syndrome  in  a 36-year-old  black  pa- 
tient with  systemic  lupus  er3rthematosis.^  The 
areas  of  hyperpigmentation  became  lighter 
after  stopping  the  drug,  but  recurred  within  two 
months  after  25  mg  per  day  of  cyclophos- 
phamide was  reintroduced.  Pigmentation  re- 
solved as  new  nail  growth  occurred.  Harrison 
and  Wood  reported  a 3-year-old  boy  with  nep- 
hrotic syndrome  who,  after  10  days  of  cy- 
clophosphamide, developed  pigmented  nails 
and  teeth.'* 

There  is  an  increase  in  bacterial  and  viral 
infections  in  patients  who  are  taking  cyc- 
lophosphamide. The  immune  system  is  affected 
in  several  ways.®  Bone  marrow  suppression  is 
maximal  at  7 to  13  days  after  cyclophosphamide 
is  started  with  leukopenia,  thrombocytopenia 
and  anemia  seen  in  some  patients.  In  mice, 
small  B-lymphocytes  are  predominantly  de- 
creased. In  addition  to  decreased  leukocyte  pro- 
duction, leukocyte  enzyme  levels  are  decreased. 
Cell  mediated  immunity  is  also  depressed,  with 
anergy  seen  in  some  patients.  There  is  no  inter- 
ference with  interferon  production.  ^ 

Urogenital  Complications 

Association  between  cyclophosphamide  and 
bladder  cancer  has  been  reported.  Wall,  et  al, 
describe  5 patients,  developing  bladder  malig- 
nancies after  receiving  100  grams  of  cyclophos- 
phamide over  a span  of  three  or  more  years.® 
There  is  an  increased  incidence  of  secondary 
neoplasia  in  patients  with  an  existing  neo- 
plasm. However,  it  seems  likely  that  high  dose 
cyclophosphamide  must  be  implicated  as  con- 
tributing to  the  development  of  these  bladder 
neoplasms.  In  view  of  the  suppression  of  B-lym- 
phoc5des,  it  is  interesting  that  patients  with 
bladder  carcinomas  demonstrate  IgG  mediated 
cytotoxicity  against  transitional  carcinoma 
cells. 

A common  side  effect  seen  in  patients  on  long 
term  cyclophosphamide  is  sterile  hemorrhagic 
cystitis.®’  In  these  patients,  bladder  fibrosis, 
telangiectasia,  cytomegalic  inclusions,  as  well 
as  atypia  of  bladder  epithelial  cells  have  been 
described.  The  earliest  presenting  symptom  of 
hemorrhagic  cystitis  is  usually  dysuria.  This 
side  effect  is  seen  in  approximately  10  per  cent 
of  patients  on  moderate  oral  doses  of  cyclophos- 
phamide.* Parenteral  therapy  causes  an  even 


higher  incidence.  Bladder  fibrosis  and  telan- 
giectasia are  usually  seen  only  after  prolonged 
high  dose  regimens  and  are  often  asymptoma- 
tic. Johnson  and  Meadows  found  excretory 
urograms  to  be  a poor  measure  of  bladder  fi- 
brosis.'* Of  seven  children  studied  by  this  proce- 
dure and  subsequently  found  on  autopsy  to  have 
bladder  fibrosis,  only  two  had  radiographic  ab- 
normalities. Distention  of  a telangiectatic  blad- 
der wall  even  months  after  discontinuation  of 
cyclophosphamide  can  result  in  sudden  gross 
hematuria.  Avoidance  of  these  complications 
involving  the  bladder  are  achieved  by  insuring 
high  urine  outputs  and  frequent  voiding,  in- 
cluding voiding  in  the  middle  of  the  night  while 
on  therapy.  Cystoscopy  should  be  performed 
yearly  on  those  on  chronic  therapy. 

Defronzo,  et  al  studied  cancer  patients  under- 
going chemotherapy  given  parenteral  cyc- 
lophosphamide greater  than  50  mg/kg  body 
weight.®  Seventeen  of  19  developed  frank  water 
retention  manifest  as  hyponatremia,  inapprop- 
riate concentration  of  urine,  and  weight  gain. 
This  phenomenon  was  related  to  the  urinary 
excretion  of  active  alkylating  metabolites,  oc- 
curring in  patients  with  underlying  heart  dis- 
ease. Terminating  cyclophosphamide  therapy 
stops  the  water  intolerance.  It  was  felt  that  an- 
tidiuretic hormone  release  from  tumor  cells  was 
an  unlikely  cause,  as  water  intolerance  occur- 
red in  a patient  treated  for  aplastic  anemia.  All 
of  their  patients  demonstrated  a normal  ability 
to  respond  to  a volume  challenge  before 
therapy.  ® 

Cyclophosphamide  induced  ovarian  and  tes- 
ticular failure  has  been  well  documented.®’  *® 
Ovarian  ablation  occurs  and  although  poten- 
tially reversible,  amenorrhea  is  a serious  side 
effect.  Kumar  showed  that  6 of  8 women  reco- 
vered ovarian  function  after  the  drug  was  stop- 
ped.** Warne,  et  al  showed  that  17  of  22  women 
developed  amenorrhea  and  only  one  regained 
ovarian  function  10  months  after  cessation  of 
cyclophosphamide  therapy. *2  Cyclophos- 
phamide appears  to  act  directly  on  ova  and  in- 
terferes with  the  formation  of  ovarian  follicles. 
Biopsy  of  the  testes  shows  only  the  presence  of 
Sertoli  cells  and  a lack  of  spermatozoa  precur- 
sors. Buchanan,  et  al®  showed  a return  of  sper- 
matogenesis in  12  of  26  patients  who  had  de- 
veloped azoospermia  while  taking  cyclophos- 
phamide. Spermatogenesis  returned  from  15  to 
49  months  after  stopping  the  drug. 
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Other  Side  Effects 

Hypoprothrombinemia  and  jaundice  have 
been  reported  rarely  and  other  causes  of  these 
phenomena  should  be  sought  before  implicating 
cyclophosphamide.  At  least  one  case  of  post-cyc- 
lophosphamide  pneumonitis  has  been  reported. 

In  summary,  cyclophosphamide  is  being  used 


more  frequently  in  relatively  low  doses,  for 
non-neoplastic  diseases  often  with  promising 
results.  However,  one  must  keep  in  mind  all  of 
the  above  complications,  some  potentially  fatal, 
and  balance  them  against  the  positive  benefits 
of  the  drug,  evaluating  each  patient  as  an  indi- 
vidual.* 
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Our  Cover 

This  special  New  Mexico  issue  of  the  Rocky  Mountain  Medical  Journal  salutes 
the  University  of  New  Mexico  Medical  Center  Library  and  Learning  Resource 
Center,  which  was  completed  January  25,  1977,  and  was  honored  on  October  8, 
1977  by  the  seminar,  whose  speeches  and  commentaries  are  published  herein. 

The  structure  was  designed  by  Harvey  Hoshour,  Architect,  and  was  planned  to 
serve  as  a statewide  health  information  resource  center.  The  triangular-shaped 
building  contains  65,800  gross  square  feet  of  space,  with  full-glass  fronts  on  the 
third  and  fourth  floor  reading  areas  which  face  the  Sandia  Mountains  above 
Albuquerque. 

Funding  was  principally  by  the  U.S.  Department  of  Health,  Education,  and 
Welfare,  at  a cost  of  $2,024,000.  The  structure  contains  highly  sophisticated  in- 
structional systems,  including  the  Biomedical  Communications  section  of  the 
medical  school,  with  a fully-equipped  television  studio. 

Photo  credit:  Balthazar  Korab. 
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Cost  Analysis:  strep  only  culture 


Thomas  S.  McConnell,  MD,  Albuquerque,  New  Mexico, 

and  W.  Dale  Fuller,  Palo  Alto,  California* 


In  the  interest  of  systematic,  correct  data  con- 
cerning costs  of  certain  laboratory  tests,  we  per- 
formed a cost  analysis  of  10  selected  tests  in  the 
Pathology  Service/Clinical  Laboratories  of 
Bernalillo  County  Medical  Center,  a medium- 
sized Southwestern  teaching  hospital,  repeat- 
ing a study  conducted  in  1971^  using  industrial 
engineering  technics.  With  Strep  Only  as  the 
index  analysis,  we  have  demonstrated  actual 
and  direct  costs  as  well  as  several  categories  of 
"indirect”  costs. 

In  1971  the  blood  agar,  bacitracin  method  for 
determining  Group  A'jS~  hemolytic  streptococci 
in  culture  was  employed.  In  November  1976  the 
procedure  was  changed  to  a fluorescent  anti- 
body technic.  We  were  able  to  compare  both 
technics  as  well  as  the  blood  agar  technic,  six 
years  apart. 

Pricing  and  Technics 

The  events  detailed  in  Table  I cover  six  years 
of  history  in  this  Pathology  Service.  In  July 
1969  the  Culture-Strep  Only  determination, 
priced  at  $7.50,  was  instituted  and  continued  at 
that  price  (A)  until  July  1971,  when  the  price 
(B)  was  arbitrarily  lowered  to  $6.00  for  an  ini- 
tial determination  and  $3.00  for  a followup  or 
contact,  in  spite  of  the  cost-finding  recommen- 
dation, an  action  designed  to  cool  the  heat  from 
clinicians  who  argued  that  the  price  and  cost 
were  too  high.  At  this  price  all  followup  tests 
were  provided  at  a financial  loss  to  the  hospital. 

‘Fuller,  W.  D.;  Cost  Finding  in  the  Pathology  Services.  Contract  Report  71314, 
Infor>Med  Corporation,  Palo  Alto,  California,  June  1971. 

Thomas  S.  McConnell,  MD,  is  Associate  Professor  of  Pathology,  University  of 
New  Mexico  School  of  Medicine,  and  Chief,  Pathology  Service,  Bernalillo 
County  Medical  Center.  W.  Dale  Fuller,  PE,  is  President,  Infor-Med  Corpora- 
tion, Palo  Alto,  California. 


In  July  1973  (C)  for  ease  of  billing  (there  was  no 
effective  way  to  determine  what  was  a "fol- 
lowup”) the  price  was  changed  to  $4.00  for  any 
Strep  Only  determination;  thus.  Strep  Only  be- 
came our  outstanding  "loss  leader.”  In  July 
1974  the  hospital  charge  (D)  was  increased  10% 
but  did  not  change  the  loss  leader  status  of  Strep 
Only.  Further  increases  in  the  hospital  compo- 
nent since  July  1974  have  resulted  in  the  pre- 
sent price  of  $5.20. 

As  previously  noted,  in  November  1976  the 
technic  for  Strep  Only  was  changed  to  improve 
specificity  and  hopefully  to  reduce  its  cost.  In 
February  1977  (E)  the  procedure  was  analyzed, 
and  although  labor  and  material  costs  had  been 
reduced  in  comparison  with  the  former  technic 
(F),  increases  in  overhead  rates  and  allow- 
ances/deductions showed  the  price  of  Strep  Only 
was  still  behind  its  cost. 

Prices  of  laboratory  procedures  are  usually 
estimated  using  California  Relative  Value  Sys- 
tem (CRVS)  data,  local  "usual  and  customary” 
practices,  individual  methodology,  and  other 
factors  not  controlled  by  the  laboratory  (e.g., 
labor  rates,  "General  and  Administrative” 
components,  allowances,  etc.).  By  actually 
analyzing  every  element  of  cost  in  this  setting, 
the  professional  and  technical  staff  1)  learned 
the  analytic  methods  and  flow-schemes  of  the 
industrial  engineer,  2)  were  forced  to  document 
exactly  what  we  do  and  when  we  do  it,  3 ) became 
conversant  with  real  and  "hidden”  costs,  4) 
realized  (and  were  able  to  prove)  that  in  our 
hospital  laboratory  we  have  undercharged  for 
this  test  for  four — ^possibly  six — ^years,  and  5) 
learned  that  the  laboratory  actually  does  finan- 
cially support  several  other  sections  of  the  hos- 
pital as  well  as  itself. 
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TABLE  I 


COST  ANALYSIS,  CULTURE-STREP  ONLY,  BERNALILLO  COUNTY  MEDICAL  CENTER 


Event 

A 

B 

C 

D 

E 

F 

Date 

2/71 

7/71 

7/73 

7/74 

2/77 

2/77 

Man-h  r/ test 

0.251* 

0.251* 

0.251* 

0.251* 

0. 165-t- 

0.251** 

Direct  Labor  Cost 

$1.03 

$1.03 

$1.13 

— 

$0.84 

$1.35 

Material  Cost 

$0.38 

$0.38 

$0.46 

_ A- 

$0.63 

$0.73 

Lab  Overhead 

$0,614 

$0.64 

$0.66 

--- 

$0.98 

$1.49 

Hospi tal  G£A  Cost 

$0.67 

$0.67 

$1.06 

--- 

$1.57 

$2.39 

AI  lowances/Deduct ions 

$0.81  . 

$0.81 

$1.27 

— 

$1.77 

$1.77 

Hospital  Cost 

$3.53 

$3.53 

$4.58 

— 

$5.79 

$7.73 

Hospital  Charge 

$5.00 

$4.00  (a) 

$3.00 

$3.30 

$4.20 

$4.20 

$2.50  (b) 

Professional  Fee 

$2.50 

$2.00  (a) 

$1.00 

$1.00 

$1.00 

$1.00 

$0.50  (b) 

Patient  Charge 

$7.50 

$6.00  (a) 

$4.00 

$4.30 

$5.20 

$5.20 

$3.00  (b) 

*Technic  consists  of 

inoculation  of 

a sheep  blood 

agar  plate 

p 1 us  two  1 

sacitracin  discs 

for 

differentiation  of  Group  A from  other  ^ hemolytic  streptococci. 

+Technic  consists  of  inoculation  of  Todd-Hewitt  broth  for  2-6  hours  ,sta i n ing  the  resultant 
smear  with  fluorescein  isothiocyanate  (FITC)  conjugated  anti-Group  A antiserum,  reading  with 
Ultra  Violet  microscope.  This  technic  replaced  the  agar  plate  method  in  November  1976. 

**  The  Agar  Plate  technic  was  priced  using  1977  financial  data  for  comparison  with  the  new 
FS  technic. 

(a)  Strep  Only,  Initial. 

(b)  Strep  Only,  Followup. 


In  1971  we  were  criticized  by  a colleague^  who 
contended  that  our  price,  and  cost,  for  perform- 
ing a Strep  Only  was  "clearly  prohibitive.” 
After  careful  consideration,  we  believed  we 
could  not  lower  the  quality  of  the  test  by  alter- 
ing or  simplif5dng  the  steps  involved.  We  suc- 
cumbed by  reducing  the  price  below  its  cost. 

In  addition,  we  were  forced  to  scrutinize  the 
"professional  component”.  We  have  not  yet 
translated  this  into  relative  value  units  for 
medical  supervision,  quality  control,  planning, 
automatic  consultation,  interpretation,  con- 
tinual development  and  re-evaluation  of 
methodology,  etc.,  but  this  will  be  one  of  the 
next  steps. 

By  using  the  categories  1)  direct  labor  costs. 


2)  material  cost,  3)  laboratory  overhead,  4)  hos- 
pital overhead  (General  and  Administrative),  5) 
contractural  allowances,  free  services  and  Re- 
ductions, and  6)  professional  component,  we  can 
show  in  tabular  form  just  which  phenomena 
affect  what  components  of  cost.  Education  of 
administrators,  physicians,  and  bureaucrats 
can  logically  follow  such  efforts. 

In  summary,  responding  to  professional  pres- 
sures, the  price  (patient-cost)  of  a Strep  Only 
Culture  was  reduced  below  actual  cost.  One 
compensation  for  this  forced  examination  of 
procedure  costs  over  a span  of  six  years  is  to 
produce  many  management  and  educational 
benefits,  including  a way  to  determine  and 
communicate  the  six  major  components  of  cost.  • 
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Aseptic  meningitis  associated  with 
echoviral  type  6 and  9 infections  in 

Carlsbad,  New  Mexico* 

A report  on  nine  patients 


Robert  E.  Foreman,  MD,  PhD,  Albuquerque,  New  Mexico 
Alberto  Gutierrez,  MD,  Carlsbad,  New  Mexico 


The  clinical  and  epidemiologic  characteristics  of  an 
outbreak  of  echoviral  aseptic  meningitis  are  pre- 
sented. No  similar  cluster  of  aseptic  meningitis  cases 
has  previously  been  reported  in  Southwestern  United 
States. 

Introduction 

Aseptic  meningitis  (AM)  is  a benign  clinical 
syndrome  characterized  by  fever,  acute  onset  of 
signs  and  symptoms  of  meningeal  irritation, 
abnormal  but  culturally  sterile  cerebrospinal 
fluid  CSF,  and  absence  of  local  parameningeal 
infection.^  A cluster  of  nine  cases  of  AM  occur- 
red in  Carlsbad,  New  Mexico,  during  an  e- 
leven-day  period  in  August  and  September, 
1975  (see  table  1).  All  cases  were  admitted  to 
Carlsbad  Regional  Medical  Center  where  a re- 
view of  admissions  during  the  last  four  years 
showed  a total  of  fifteen  possible  cases  of  AM. 
Nine  admissions  for  AM  at  one  time  were  there- 
fore unusual,  and  an  interview  of  local  physi- 
cians indicated  that  there  were  not  more  than 
one  or  two  cases  in  one  week  previously.  ^The 
total  referral  area  included  about  40,000  people 
which  put  the  current  incidence  of  AM  at  0.023 
per  cent  of  the  population.  No  similar  cluster  of 
AM  has  ever  been  reported  in  New  Mexico  or 
even  in  the  southwestern  United  States. 

Case  Summaries 

Table  1 summarizes  the  present  cases  which 

★ 

Address  Reprint  Requests  to  Dr.  R.  Foreman.  7806  Menaul  N.E.,  Albuquerque,  N.M. 
87110. 


are  numbered  in  sequence  according  to  the  ad- 
mission date.  The  age  range  was  between  five 
and  35  years,  with  an  average  age  of  21  years. 
There  were  eight  males  and  one  female.  Eight 
cases  were  angle  and  one  was  Spanish-Ameri- 
can  (case  1).  Fever,  nausea,  vomiting,  severe 
headache,  stiff  neck,  and  photophobia  were  ini- 
tially present  in  all  cases,  and  a positive  Ker- 
nig’s  and/or  Brudzinski’s  neck  sign  was  noted  in 
cases  2, 3,  5, 6 and  7 at  the  time  of  examination. 
None  had  skin  rashes,  chest  pain  or  oral  lesions; 
one  (case  6)  had  a sore  throat,  one  (case  5)  had 
questionable  aching  knees,  one  (case  6)  had 
diarrhea,  and  three  (cases  2,  4,  6)  reported  in- 
frequent coughs.  Three  cases  showed  changes  in 
mental  status — cases  6 and  7 had  occasional 
visual  hallucinations  and  case  2 had  severe 
multiple  seizures  during  the  first  two  days  of 
hospitalization.  The  severity  of  symptoms  in 
case  2 suggested  that  AM  was  complicated  by 
encephalitis.  All  cases  recovered  within  seven 
to  ten  days,  and  only  case  2 complained  of  any 
residual:  continued  photophobia  and  weakness 
lasting  for  three  weeks  following  discharge. 

Eight  cases  lived  within  the  Carlsbad  city 
limits  and  one  (case  4)  lived  17  miles  south  of 
the  city.  Only  case  7 had  traveled  recently,  to  El 
Paso  three  weeks  prior  to  admission.  Two 
father- and-son  pairs  were  involved  (cases  6 and 
7 and  cases  8 and  9 were  the  son  and  father  in 
each  pair,  respectively)  and  these  four  cases  also 
sat  together  in  church  regularly  twice  each 
week.  None  of  the  other  five  cases  knew  any 
other  patient  or  gave  a history  of  recent  expo- 
sure to  ill  people. 
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Table  1 


Viral  Isolation  and  Identification 


Surrenary  of  the  AM  cases 

occurring  during  an 

eleven-day  period 

in  Carlsbad, 

New  Mexico,  in 

1975 

Case  Number 

Sex 

Age 

Hospital 

Admission 

Date 

1 

male 

14 

8/29 

2 

male 

35 

8/30 

3 

male 

5 

8/31 

4 

male 

27 

9/1 

5 

female 

19 

9/2 

6 

male 

9 

9/3 

7 

male 

30 

9/3 

8 

male 

12 

9/8 

9 

male 

33 

9/8 

Laboratory  Studies 

CSF  laboratory  studies  summarized  in  Table 

2 show  the  CSF  contained  abnormal  numbers  of 
leukocytes  which  were  predominantly 
mononuclear  (MN)  cells  in  seven  cases.  One 
(case  7)  of  the  two  cases  with  predominantly 
pol)miorphonuclear  (PNM)  cells  was  retapped 
two  days  later  and  the  CSF  then  had  all  MN 
cells.  In  all  cases  CSF  protein  was  uniformly 
elevated  and  CSF  sugar  was  normal  or  slightly 
elevated.  CSF  cultures  were  all  sterile  and 
examination  of  CSF  gram  and  acid-fast  stains 
and  india  ink  preparations  were  negative.  As 
noted  in  Table  3,  blood  leukocyte  counts  were 
minimally  elevated  or  high  normal  and  there 
was  a predominance  of  PNM  leukocytes  except 
in  case  4. 

Laboratory  studies  included  tuberculosis  and 
fungus  (coccidiomycosis,  histoplasmosis,  and 
cryptococcus)  skin  tests  on  cases  5,  6,  7,  8 and  9 
which  were  negative;  febrile  agglutinin  titers 
were  zero  for  typhosa,  paratyphi,  Brucella,  Pro- 
teus and  tularemia  in  all  cases;  VDRL,  mono- 
spot, and  Australian  antigen  tests  were  nega- 
tive in  all  cases;  admission  chest  x-rays  and 
urinalyses  were  normal.  Normal  SCOT,  al- 
kaline phosphatase,  bilirubin  and  electrolytes 
were  also  obtained  in  all  cases. 

Serology  on  acute  and  convalescent  sera  from 
all  patients  was  performed  by  the  Center  for 
Disease  Control  (CDC)  in  Atlanta,  Georgia. 
Elevated  titers  were  not  observed  for  either  of 
the  two  major  arbovirus  groups.  Western  and 
St.  Louis. 


Refrigerated  CSF,  sera,  throat  and  rectal 
swab  samples  were  submitted  to  CDC  where  the 
viral  isolation  and  identification  tests  were  per- 
formed. Rhesus  monkey  kidney  cell  cultures 
were  inoculated  with  0.25  ml  specimens  of  CSF, 
serum,  or  fluid  expressed  from  the  rectal  or 
throat  swabs  after  mixing  2.5  ml  of  the  tissue 
culture  medium  with  it.^  Specimens  were 
treated  with  1,000  units  of  penicillin  plus  5,000 
meg  of  streptomycin  per  ml  prior  to  inoculation 
into  the  tissue  culture.  Following  incubation  on 
a roller  drum  at  36  degrees  C for  seven  days, 
viral  isolates  were  determined  by  the  presence 
of  various  cytopathic  effects  (CPE).  Isolates 
showing  a t5Tpical  enterovirus  CPE  were  tested 
against  enterovirus-immune  serum  pools. ^ Iso- 
lates neutralized  by  the  pools  were  definitively 
identified  by  tube  neutralization  tests,  using 
the  serum  type  showing  neutralization  in  the 
pools. 

Results  of  viral  isolation  and  identification 
procedures  are  shown  in  table  4.  ECHO  9 was 
isolated  from  the  CSF  in  the  majority  of  the 
cases  (6  cases)  while  ECHO  6 was  isolated  from 
the  CSF  in  case  3 but  only  from  the  rectal  swab 
in  case  6.  No  CPE  was  noted  in  case  2. 


Discussion 

AM  is  an  uncommon  but  important  complica- 
tion of  systemic  viral  infection®’  ® and  inves- 
tigators have  identified  at  least  nine  distinct 
agents  causing  AM  in  humans.  The  en- 
teroviruses, mumps  virus,  lymphocytic 
choriomeningitis  virus  (LCM),  herpes  simplex, 
and  the  arboviruses  are  the  most  common 
etiologic  agents,  accounting  for  over  97  per  cent 
of  the  cases.®’®  In  the  current  study,  AM  occur- 
ring in  late  summer  made  the  enteroviruses  or 
arboviruses  the  most  likely  etiology,  as  infec- 
tions with  these  viruses  are  highest  during  this 
part  of  the  year.  Mumps  AM  is  usually  seen  in 
spring  while  LCM  AM  occurs  in  colder  winter 
months  when  exposure  to  the  natural  host 
(mouse)  is  greatest  as  the  rodent  moves  in- 
doors.®’"^ Herpes  CNS  infection  has  no  seasonal 
variation;  however,  it  is  a more  severe  disease 
than  noted  in  the  present  cases  (except  for  case 
2,  possibly)  and  the  mortality  can  approach  70 
per  cent  with  the  survivors’  invariably  showing 
extensive  residual  neurological  disease.® 
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Table  2 


Cerebrospinal  Fluid  Laboratory  Values 


Case 

RBC  , 

(in  tilin'^) 

Leukocytes 
(in  mm'^) 

PMN 

{%) 

MN 

{%) 

Sugar^ 

(mg%) 

Protein^ 

(mg%) 

Appearance 

1 

45 

909 

13 

87 

50 

43 

clear,  colorless 

2 

0 

22 

10 

90 

73 

51 

— 

3 

3 

8 

0 

100 

68 

11 

clear,  colorles: 

4 

0 

700 

16 

84 

77 

55 

clear,  colorless 

5 

1 

45 

10 

90 

61 

63 

— 

6 

3 

37 

100 

0 

71 

25 

— 

7a 

11 

o 

o 

72 

24 

82 

80 

... 

7b 

0 

495 

0 

100 

47 

58 

cloudy,  colorless 

8 

81 

765 

13 

87 

57 

35 

cloudy,  colorless 

9 

153 

1 ,370 

60 

40 

71 

103 

cloudy,  colorless 

Abbreviations:  Red  blood  cells  (RBC),  polymorphonuclear  leukocytes  (PMN),  and  monoculear  leukocytes  (MN). 
Indes:  A.  Normal  values  are  between  45  and  75  mgX  (or  about  40%  or  higher  of  a simultaneous  drawn  blood 


sugars  which  are  shown  in  table  3). 

B.  Normal  values  are  between  15  and  45  mg%. 


Note:  Case  7 had  two  taps,  a and  b;  tap  b was  drawn  about  48  hours  after  a. 


Leptospirosis  infects  man  mainly  by  water  con- 
taminated with  urine  of  such  carrier  animals  as 
rodents,  opossums,  cattle,  swine,  and  dogs^; 
however  no  patient  was  exposed  to  such  animals 
except  for  the  domestic  dog,  which  has  little 
chance  of  being  infected  in  the  urban  environ- 
ment. 

None  of  the  current  patients  gave  a recent 
history  for  rubella,  rubeola,  varicella,  vaccinia, 
influenza,  or  small  pox — ^which  ruled  strongly 
against  post-infectious  AM.  Cases  3 and  6 had 
measles-rubella  vaccinations  within  one  month 
prior  to  admission,  but  post-vaccinal  AM  with 
this  vaccine  is  extremely  rare,  occurring  in  less 
than  1.16  times  per  million  doses  adminis- 
tered.^® 

Serology  failed  to  implicate  either  of  the  two 
major  arbovirus  groups,  Western  and  St.  Louis 
(which  account  for  over  80  per  cent  of  the  cases 
of  arboviral  meningitis).  The  other  two  ar- 
bovirus groups  (California,  which  involves  exc- 
lusive children,  and  Eastern,  which  is  the  least 
common  of  the  four  arboviruses)  were  not 
evaluated. 

ECHO  viruses  were  isolated  from  all  patients 


except  for  case  2 from  whom  no  agent  was  iso- 
lated. ECHO  9 is  probably  the  most  common 
etiology  of  AM^^  and  in  the  present  study  was 
associated  with  six  cases  while  ECHO  6 was 
isolated  from  only  two  cases.  ECHO  virus  was 
isolated  from  the  CSF  of  all  patients  except 
cases  2 and  5,  and  was  considered  the  most 
probable  etiologic  agent.  In  this  respect, 
Haynes^^and  others^^felt  that  the  best  way  to 
associate  a virus  etiologically  with  a disease 
was  to  recover  the  virus  from  the  site  of  pathol- 
ogy, and  that  isolation  of  ECHO  viruses  directly 
from  the  CSF  was  to  be  preferred  for  diagnosis  of 
ECHO  viral  AM  over  isolation  of  this  agent 
from  other  sources.  In  case  5,  ECHO  9 was  iso- 
lated from  a rectal  swab  and  this  agent  cannot 
be  strongly  implicated  as  the  etiology  because 
ECHO  viruses  are  occasionally  isolated  from 
stool  of  healthy  peoplel^The  presence  of  specific 
enteroviral  antibodies  in  the  sera  of  our  pa- 
tients was  not  determined;  however  because  of 
the  prevalence  of  inapparent  ECHO  virus  infec- 
tions, the  appearance  of  specific  antibodies  to 
the  virus  in  the  sera  of  patients  with  viral 
meningitis  does  not  necessarily  imply  that  the 
virus  was  responsible  for  the  disease.^® 
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Table  3 


Table  4 


Blood  Laboratory  ValuesObtained 

Simultaneous  To  Spinal  Taps 

Case 

WBC^,  Polys  Lymphs 

(in  mmh  («)  (%) 

c B 

Sugar 

(mg%) 

1 

9,800 

83 

14 

109 

2 

11 ,300 

70 

22 

226 

3 

9,800 

67 

26 

85 

4 

8,700 

45 

45 

- 

5 

14,600 

67 

25 

88 

6 

8,400 

77 

21 

- 

7a 

12,200 

80 

13 

- 

7b 

- 

- 

- 

- 

8 

6,600 

49 

39 

90 

9 

9,400 

68 

18 

98 

Index : 

A.  Normal  values 

are  between 

5,000  and  10,000  cells 

3 

in  rm  . 

B.  Normal  values  are  between  60  and  100  mg%. 

Results  of  laboratory  studies  of  CSF  were  con- 
sistant  with  viral  infection  and  inflammation. 
There  were  abnormal  numbers  of  CSF  leuko- 
C3d;es  which  were  predominantly  MN  cells  in  a 
majority  of  the  cases.  One  case  with  predomin- 
ant PMN  cells  in  the  CSF  was  re  tapped  two  days 
later  and  the  CSF  then  had  all  MN  cells.  In  this 
respect,  Feigin  and  Shackelford^^  reported  that 
in  distinguishing  bacterial  meningitis  (with 
predominant  PMN  cells  in  the  CSF)  from  AM,  it 
was  helpful  to  perform  a second  tap  later  be- 
cause AM  has  a preponderance  of  PMN  cells 
early  which  later  changed  to  chiefly  MN  cells. 
The  uniform  elevation  in  CSF  protein  was  con- 
sistent with  meningeal  inflammation  and  un- 
like the  abnormally  low  CSF  sugar  often  noted 
in  bacterial  meningitis^®  the  CSF  sugar  was 
normal  or  slightly  elevated  in  all  cases.  It  is  of 
intrerest  that  most  of  the  CSF  examined  con- 
tained RBC  and  so  echoviral  meningitis  ap- 
peared to  be  hemorrhagic. 

There  have  been  over  ten  outbreaks  of  ECHO 
6 AM  and  over  75  outbreaks  of  ECHO  9 AM 
reported  in  the  literature  since  ECHO  6 was 
first  associated  with  AM  in  1954^“*  and  ECHO  9 
with  AM  in  1955.^'^’  Several  strains  of  ECHO 
viruses  have  been  reported  to  cause  the  AM  syn- 
drome including  1,  2,  3,  4,  6,  7,  9, 11, 13, 14, 16, 
20, 25, 30  and  33,  and  it  is  probable  that  most,  if 
not  all,  types  possess  this  capability.  The  ECHO 
viral  AM  syndrome  has  worldwide  distribu- 
tion^® and  infections  occur  during  the  warmer 
months  of  the  year. 

The  Carlsbad  outbreak  of  AM  had  an  inci- 
dence of  0.023  per  cent  of  the  population  in  that 


Results  of  Viral  Isolation  Procedures  on  CSF,  Serum, 
Throat  Swab,  and  Rectal  Swab 


Case 

Cytopathic  effect  observed  in  cell 

cul ture 

Virus 

Isolated 

CSF 

Serum 

Throat 

Swab 

Rectal 

Swab 

1 

+ 

ECHO  9 

2 

- 

- 

- 

- 

None 

3 

+ 

- 

+ 

ECHO  6 

4 

+ 

+ 

+ 

- 

ECHO  9 

5 

- 

- 

+ 

ECHO  6 

6 

+ 

+ 

+ 

ECHO  9 

7 

+ 

- 

+ 

ECHO  9 

8 

+ 

+ 

+ 

+ 

ECHO  9 

9 

+ 

+ 

+ 

+ 

ECHO  9 

Note:  Absence  of  an  entry  in  CPE  table  indicates  either  no  sample 
submitted  to  CDC  or  submitted  and  not  tested. 

area;  however  it  is  probable  that  some  cases 
went  unreported  owing  to  the  mild  nature  of  the 
disease  which  may  only  be  associated  with  fleet- 
ing nuchal  and  spinal  rigidity  or,  in  some  cases, 
only  neck  and  back  pain.^®  All  cases  except  one 
involved  males  and  most  had  families  with  mul- 
tiple unaffected  females  of  differing  ages.  These 
observations  suggest  a male  predominance  in 
AM  which  has  been  noted  by  multiple  inves- 
tigators^'^' but  no  explanation  for  this  has 
been  offered. Ages  ranged  between  five  and  35 
years  with  an  average  age  of  21  years.  The  inci- 
dence of  ECHO  viral  AM  appears  to  be  age-var- 
iable^^ and  a higher  frequency  in  the  age  group 
between  five  and  ten  years  has  frequently  been 
reported^^  ECHO  viral  AM  has  been  re- 
ported in  older  people^^  but  the  frequency  was 
very  low  and  very  few  people  in  the  fourth  dec- 
ade or  older  are  involved.  In  this  respect,  As- 
saad^^  proposed  that  older  individuals  are  less 
frequently  infected  with  ECHO  viruses  because 
of  pre-existing  active  immunity.  The  involve- 
ment of  an  older  age  group  in  Carlsbad  may 
therefore  be  due  to  the  absence  of  such  pre-exist- 
ing immunity.  This  could  be  caused  by  a unique 
strain  of  ECHO  virus  not  previously  endemic  to 
the  area  or  one  evolving  differing  antigenic 
characteristics;  however  these  theses  were  not 
tested. 

All  reports  demonstrate  that  ECHO  viral  AM 
is  generally  mild,  and  this  was  true  in  our  study 
as  all  cases  recovered  without  residual  within 
one  to  three  weeks  after  the  onset.  Case  2 was 
especially  severe;  however  viral  isolates  on 
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multiple  specimens  from  this  patient  were  u- 
niformly  negative  and  a differing  etiology  caus- 
ing a more  severe  clinical  picture  was  probable. 
ECHO  viral  CNS  infections  are  not  completely 
benign  as  deaths  have  been  reported  in  the  lit- 
erature due  to  ECHO  9^^’  and  ECHO  6.^’  ^ 
AM  due  to  intrafamily  or  intrapersonal 
spread  of  ECHO  9 infection  was  highly  sus- 
pected in  four  of  our  patients,  consisting  of  two 
father-and-son  pairs  who  sat  together  m church 
regularly.  IntrafamUy  spread  of  ECHO  viral 
AM  has  been  suspected  by  several  inves- 
tigators^®’ and  reports  of  other  family 

reports  of  other  family  members  with  concur- 
rent meningitis  or  febrile  illness  range  from 
none^®  to  a high  of  53  per  cent.^®  The  association 
of  AM  with  upper  rash  such  as  other  inves- 
tigators report^®’  ^®’  were  not  observed  in  the 

present  cases. 


In  summary,  a late  summer  cluster  of  AM 
involving  predominantly  male,  Anglo  patients 
with  an  average  age  of  21  years  occurred  mainly 
within  city  limits  of  Carlsbad,  New  Mexico. 
Viral  isolation  studies  demonstrated  the  pres- 
ence of  ECHO  9 in  six  cases  and  ECHO  6 in  two 
cases.  These  were  considered  to  be  the  etiologic 
agents  of  AM  as  they  were  isolated  in  all  but  two 
cases  from  the  CSF.  No  similar  cluster  of  AM 
has  ever  been  reported  in  New  Mexico  or  in 
southwestern  United  States  previously. 
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The  study  areas  of  the  newly  opened  Medical  Center  Library  and  Learning  Resources  Center  of  the 
University  of  New  Mexico  are  shown  here.  Windows  face  out  on  the  nearby  Sandia  Mountains. 


MISSION 
♦ ♦ ♦ 


POSSIBLE 

ACCOMPLISHED! 


How?  By  living  up  fo  our  promise  to  provide  you  with  the  exact  environment  in  which  to 
conduct  your  business  ot  peok  efficiency  in  on  incomparable  resort  dtmosphere. 

Factors  of  success?  560  luxury  guest  rooms,  dining  facilities  and  services  oworded  the  Mobil 
Five  Star  rating  for  the  seventeenth  consecutive  year.  30  conference  rooms,  two  16,000  square 
foot  column  free  exhibit  holls  seating  2,400  for  meetings  and  1 ,600  for  banquets.  3 eighteen- 
hole  championship  golf  courses,  16  oll-weother  tennis  courts,  swimming,  skiing,  ice  skating, 
curling,  squash  and  skeet. 

Our  mission  for  1 978?  If  it's  possible,  it  will  be  better  than  1 977  which  was  our  best  yeor  ever! 


For  o free  pocket  detailing  our  meeting 
and  convention  facilities  contact:  Siegfried 
Foller,  Jr.,  Director  of  Soles  and  Conventions. 
(303)  634-771  1. 


For  groups  up  to  1700  consider  combining  The  BROADMOOR  and  The  Antlers 
oged  by  the  DRO^MOOR  Management  Company,  this  excellent  hotel 
is  just  minutes  from  The  DRO^MOOR. 


Hotel.  Mon- 


^“'Bro^dmoor 

Colorado  Springs,  Colorodo  80901 
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I would  urge  you  to  join  the  Association  of 
Medical  Libraries  . . . Tell  some  of  the 
members  from  me,  please,  that  money  in- 
vested in  a library  gives  much  better  return 
than  mining  stock.  In  conclusion,  as  pre- 
cept is  not  nearly  so  satisfactory  as  exam- 
ple, I enclose  you  a small  subscription  as 
practical  evidence  of  my  good  will  and  good 
wishes.” 


Is  it  possible  for  physicians  in  urban  and  rural  areas  to 
obtain  up-to-date  library  services? 

October  8,  1977,  was  an  important  day  for  physicians, 
nurses,  and  other  professional  personnel : formal  ceremonies 
were  held  for  the  new  Medical  Center  Library  and  Learning 
Resources  Center  of  the  University  of  New  Mexico.  Mrs. 
Erika  Love,  Director  of  the  Medical  Center  Library,  ar- 
ranged for  the  occasion  a seminar  on  "Fee  Systems  and  Cost 
Sharing  for  Health  Information  Services.” 

The  principal  speakers  were  C.  William  Fraser,  Director 
of  the  British  Columbia  Medical  Library  Service,  who  de- 
scribed a medical  society  supported  information  service  in 
his  province,  and  Robert  G.  Cheshier,  Director,  Cleveland 
Health  Sciences  Library  at  Case  Western  Reserve  Univer- 
sity, who  discussed  several  fee  systems  for  reimbursement 
of  such  services.  Sharing  the  platform  were  New  Mexico 
physicians  who  attempted  to  define  the  informational  needs 
of  physicians  in  urban  and  rural  areas. 

Because  of  limitations  of  space,  the  editor  has  used  his 
prerogative  of  trimming  the  submitted  material.  Readers 
wishing  to  obtain  copies  of  the  original  talks  should  corres- 
pond with  the  speakers. 

The  published  seminar  should  be  of  value  to  the  readers  of 
the  Rocky  Mountain  Medical  Journal  as  it  focuses  on  the 
problems  of  information  retrieval  and  dissemination,  and 
physician  and  hospital  needs. 

Marcus  J.  Smith,  MD 
Scientific  Editor  for  New  Mexico 


Library  Services  to  Physicians:  A Canadian  Experi- 
ence 


The  British  Columbia  Medical  Library  Service  is  financed 
without  federal  assistance,  and  is  wholly  supported  by  the 
College  of  Physicians  and  Surgeons  of  British  Columbia. 
The  college  is  the  licensing  bureau  for  British  Columbia,  the 
agency  to  which  doctors  wishing  to  practice  in  the  province 
must  pay  the  annual  fee  of  $125.  About  $47  of  this  supports 
the  Library  Service. 

The  burden  of  medical  library  services  in  British  Colum- 
bia falls  on  university  medical  libraries  which  are  estab- 
lished to  benefit  faculty  and  student  body. 

Of  the  sixteen  health  libraries  at  Canadian  Universities, 
ten  share  costs  with  other  institutions,  covering  daily  deliv- 
ery services,  on-line  cataloguing,  minimal  extension  services 
to  hospitals,  contracts  to  provide  service  to  other  institu- 
tions such  as  community  colleges,  and  in  the  case  of  McMas- 
ter  University,  in  sharing  the  cost  of  a local  network  staff. 

In  1902  the  Vancouver  Medical  Association  was  estab- 
lished with  a priority  of  establishing  a library.  In  1908  the 
renowned  Sir  William  Osier,  then  at  Oxford,  wrote  Dr.  John 
Pearson,  chairman  of  the  Vancouver  Medical  Association, 
as  follows: 

".  . . There  is  no  better  index  of  the  intel- 
lectual status  of  a profession  in  any  town 
than  the  condition  of  its  medical  library . . . 


There  is  a copy  of  Dr.  Pearson’s  reply  in  the  library  files  in 
which  he  thanks  Dr.  Osier  for  his  letter  and  mentions, 
politely,  that  there  was  no  enclosure.  Then  comes  a very 
terse  note  penned  by  Sir  William 

"Herewith  my  cheque  for  $25.00.” 

Through  1920  to  1950  the  library  grew  steadily,  financed 
by  membership  fees,  donations,  and  private  trust  funds. 
When  the  University  of  British  Columbia  Medical  School 
was  established  in  1950  there  were  questions  regarding  the 
idea!  means  of  setting  up  the  medical  libraries.  The  Van- 
couver Medical  Association  was  reluctant  to  become  in- 
volved in  government  financing.  Out  of  a subsequent  study 
by  the  university  biomedical  librarian.  Miss  Doreen  Fraser, 
in  1956  the  idea  of  provincial  regional  medical  library  ser- 
vices was  shaped,  and  in  1959  the  College  ofPhysicians  and 
Surgeons  was  persuaded  to  support  this  plan.  Narrowly 
passed,  the  service  was  established  on  a two-year  trial  basis 
in  1960.  In  1962  a second  referendum  establishing  the  Med- 
ical Library  Service  at  a fee  of  $25  per  doctor  was  passed  by 
over  65  per  cent. 

In  fifteen  years  the  budget  has  grown  from  $40,000  to  over 
$200,000.  It  is  now  a large  and  highly  personalized  service 
that  draws  on  550  journal  subscriptions,  50,000  bound  jour- 
nals, 8,000  books,  and  1,000  audio  tapes.  A 1974  survey 
showed  that  43.7  per  cent  of  the  province’s  physicians  used 
the  service  over  a given  period. 

Each  month  around  100  long  reference  questions  are  re- 
ceived, and  most  of  these  are  clinical,  involved  with  patient 
care.  A doctor  may  want  material  to  give  to  a patient  or  to 
use  to  talk  to  lay  persons.  Copying  of  specific  articles  for 
doctors  is  done  on  the  basis  of  100  free  pages  of  photocopy 
each  year;  after  this  we  charge  ten  cents  a page.  We  also  act 
as  a resource  center  for  large  Vancouver  area  hospitals,, 
lending  materials  from  our  collection,  and  borrowing  other 
materials  from  the  biomedical  library  at  UBC.  Because  of 
our  central  location  in  the  downtown  area  we  serve  as  a 
library  distribution  center  for  city  hospitals. 

As  an  incentive  to  hospitals  outside  Vancouver  to  develop 
their  own  libraries,  75  of  these  hospitals  who  support  their 
libraries  either  from  the  hospital  budget  or  with  the  aid  of 
the  local  medical  society  receive  annual  grants  amounting 
to  $10  for  each  doctor  on  the  hospital  staff. 

Budget  for  hospital  libraries  comes  from  doctors  in  the 
province,  who  provide  about,  half  of  the  funds  through  the 
central  library  and  local  medical  societies,  with  another  half 
from  hospital  auxiliaries.  Such  is  the  ideal  way  of  financing 
hospital  libraries  where  there  are  a few  large  hospitals  with 
staffs  of  100  or  more  along  with  many  small  hospitals  with 
staffs  under, 25. 

Actual  money  is  passed  by  us  to  the  large  hospitals,  but  for 
the  smaller  ones,  a book  credit  of  $10  per  doctor  is  entered  in 
our  ledger  each  year.  Books  are  ordered  through  the  Van- 
couver library  against  this  credit.  We  order,  receive,  com- 
pletely catalogue,  process,  and  distribute  these  books  to  the 
71  hospitals.  There  is  a minimal  charge  for  this  service. 

Though  it  takes  a little  longer  for  one  of  these  libraries  to 
receive  books,  we  process  them,  preparing  card  catalogues 
and  circulation  cards  to  send  along  with  them.  The  system 
seems  to  work  well,  and  it  saves  a small  library  the  cost  of 
overhead.  We  are  thus  able  to  maintain  what  we  consider 
desirable  control  over  hospital  libraries. 
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Recently  I toured  4,000  miles,  taking  three  weeks  to  make 
a field  trip  of  libraries  in  the  northern  part  of  the  province.  I 
always  take  several  cartons  of  new  books  with  me  which  I 
set  up  in  a display.  I review  book  and  journal  collections, 
taking  from  the  shelves  some  books  that  are  out  of  date.  I 
make  comments  and  recommendations  to  the  library  com- 
mittee chairman,  who  is  a staff  doctor  at  the  hospital,  and  if 
possible  speak  formally  to  the  entire  medical  staff  at  a 
luncheon  meeting. 

I make  a point  of  talking  with  the  in-service  education 
director  about  continuing  medical  education  programs,  and 
I find  that  personal  contact  with  administrators  in  these 
smaller  hospitals  can  be  very  important.  Accreditation  is 
always  a valid  argument  to  bring  up  to  administrators. 

Communicating  with  the  medical  record  technicians  in 
these  hospitals  is  very  important,  and  to  assist  them  we  hold 
two-day  workshops  periodically  to  train  hospital  personnel 
in  library  service. 

Assisting  in  the  planning  of  libraries  has  been  an  uphill 
fight  for  me,  but  I welcome  these  opportunities,  for  too  few 
architects  really  comprehend  hospital  library  planning. 
More  and  more  I am  being  called  in  to  help  write  the  pro- 
gram for  the  architect,  well  before  any  sketches  have  been 
drawn  up. 

There  are  three  areas  of  maintaining  libraries  which  are 
worth  considering: 

( 1 ) Assessment  of  health-related  professional  organiza- 
tions for  establishing  a library  fee,  for  example  the  20,000 
nurses  in  British  Columbia. 

(2)  Contracts  for  providing  all  library  services  to  any 
member  of  the  hospital  staff. 

(3 ) Specific  fees  for  specific  services.  Advantage  of  avoid- 
ing extra  charges  for  special  services. 

Hospital  administrators  wish  to  lower  the  cost  of  hospital 
libraries  though  they  are  not  aiming  at  providing  poor  li- 
brary services.  Unwittingly  this  happens  when  insuffi- 
ciently trained  staffs  are  hired. 

I have  been  interested  and  stimulated  to  read  about  and  to 
hear  discussiosns  of  the  plans  for  the  UNM  Health  Sciences 
Library  community  services  to  the  State.  I hope  that  this 
presentation  about  what  is  done  in  B.C.  wall  be  of  some  use 
to  you  in  determining  what  direction  to  go  or  perhaps  what 
direction  not  to  go. 

C.  William  Fraser,  Director 
British  Columbia  Medical  Library  Service 
Vancouver,  British  Columbia,  Canada 


Commentary  on  Fraser 

Exactly  what  do  we  want  from  a Medical  Library  Service? 

It  is  interesting  that  the  physicians  of  British  Columbia 
chose  to  maintain  their  own  medical  library  in  1950  when 
given  the  choice  of  joining  the  University  of  British  Colum- 
bia Medical  School  Library.  There  seems  to  have  been  a 
concern  that  such  allegiance  might  in  some  way  tarnish  the 
integrity  of  the  Medical  Library  in  Vancouver.  It  is  of  inter- 
est that  the  Albuquerque  and  Bernalillo  County  Medical 
Association,  given  the  same  choice  in  the  1960s,  was  very 
glad  to  contribute  their  library  collection  to  help  start  the 
School  of  Medicine  Library. 

Unfortunately,  after  that  initial  contribution,  the  com- 
mitment of  our  State  and  County  Medical  Societies  toward 
support  of  a Medical  School  Library  as  a regional  resource 
library  for  physicians  has  been  token.  Predictably  the  ser- 
vices that  have  been  provided  to  the  practicing  physicians  of 


the  County  and  the  State  have  been,  as  you  described,  pre- 
sent in  most  of  the  Canadian  provinces,  offered  on  a partial 
and  at  times  a haphazard  basis  by  the  University  Medical 
Library.  This  has  not  served  to  encourage  warm  financial 
support,  certainly,  by  our  physicians.  It  appears  clear  that 
the  organization  in  British  Columbia  of  a Medical  Library 
Service,  retained  as  a service  financed  by  contributions  of 
every  practicing  physician  to  his  College  of  Physicians  and 
Surgeons  dues,  leaves  no  question  about  who  is  to  be  served 
by  the  library.  Knowing  that  he  contributes  $47  per  year  to 
the  operation,  the  physician  has  incentive  to  find  out  what 
the  Medical  Library  Service  can  do  for  him.  By  the  same 
token,  I am  sure  there  is  a clear  obligation  on  the  part  of  the 
Medical  Library  to  see  that  the  physicians  of  British  Col- 
umbia receive  something  for  the  money  they  have  given.  It 
seems  safe  to  say  that  there  is  not  now  in  New  Mexico  such 
an  incentive  on  the  part  of  either  the  practicing  physicians 
in  the  state  or  the  Health  Sciences  Library. 

You  have  shown  very  well  how  a medical  society  and  the 
practicing  physicians  of  a province  in  Canada  can  finan- 
cially support  a Medical  Library  Service  exclusively  for 
physicians,  both  in  a large  urban  area  as  well  as  in  scattered 
small  communities  throughout  the  province.  I was  particu- 
larly impressed  by  what  Mr.  Fraser  described  as  his  field 
trips  into  the  hinterlands  to  assist  hospitals  and  physicians 
who  are  not  immediately  adjacent  to  the  Medical  Library  in 
obtaining  medical  information,  developing  their  libraries, 
and  utilizing  the  facilities  that  are  available  in  Vancouver. 

Again,  one  of  our  greatest  problems  in  New  Mexico  is 
identifying  services  needed  by  groups  of  physicians  in  dif- 
ferent areas  and  in  different  hospitals  within  the  same 
community.  Obviously  a core  library  in  a hospital  that  pro- 
vides the  neurosurgical  expertise  for  a state  of  this  size  must 
be  different  from  that  of  a hospital  which  has  to  see  large 
numbers  of  people  without  neurosurgical  problems.  This  is 
where  we  as  physicians  need  a great  deal  of  help  from  you  as 
librarians. 

I always  wince  a bit  when  I hear  physicians  criticized  for 
apathy  toward  their  hospital  medical  library  services.  I 
think  part  of  the  problem  begins  when  we  are  medical  stu- 
dents. We  aren’t  educated  as  well  as  we  might  be  to  use  a 
medical  health  sciences  library,  and  from  that  point  on  we 
perhaps  take  upon  ourselves  as  physicians  our  continuing 
medical  education  responsibilities  and  think  we  can  satisfy 
those  by  subscriptions  to  journals,  and  attendance  at  medi- 
cal meetings.  Such  activities  are  critically  important,  but  I 
am  impressed  that  expert  advice  and  assistance  is  needed. 
The  apathy  of  physicians  to  the  use  of  this  resource  we  are  to 
dedicate  today  must  be  addressed  and  overcome. 

My  greatest  concern  is  the  one  that  Mr.  Fraser  well  ex- 
pressed: the  need  for  financial  support  for  the  kind  of  medi- 
cal library  services  that  we  need  for  the  future.  Rapid  escal- 
ation in  costs  of  health  information  delivery  has  had  tre- 
mendous impact  on  all  of  us.  It  is  obvious  that  physicians  are 
not  the  exclusive  users  of  the  kind  of  health  sciences  infor- 
mation now  available. 

As  we  rely  more  and  more  on  our  paramedical  colleagues 
to  provide  more  assistance  in  medical  care,  their  needs, 
obviously,  will  also  have  to  be  met.  They  will  not  be  met  if  we 
build  a library  service  that  is  exclusively  the  property  of  the 
physicians.  Nor  can  physicians  alone,  given  a state  of  this 
size  with  perhaps  a thousand  participating  physicians,  con- 
tribute monetarily  in  a manner  adequate  to  support  the 
kind  of  services  Mr.  Fraser  is  able  to  provide  in  British 
Columbia. 

Several  months  ago,  Dr.  Zone,  President  of  the  New 
Mexico  Medical  Society,  appointed  an  ad  hoc  committee  to 
address  the  question  of  how  our  society  can  best  support  as 
well  as  benefit  from  this  wonderful  UNM  Medical  Center 
Library.  Our  committee  has  enjoyed  working  with  Mrs. 
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Love  and  her  colleagues.  We  have  learned  a lot.  We  strongly 
endorse  the  concept  of  the  development  of  a statewide  com- 
munity services  division  within  this  library. 

As  a committee,  we  also  strongly  believe  that  such  a 
resource  must  be  utilized  to  its  fullest  by  all  of  those  in- 
terested in  health  care  in  New  Mexico.  I believe  we  must  all 
continue  to  work  vigorously  to  try  to  acquire  the  kind  of 
financial  support  base  that  will  enable  us  to  fulfill  this  need. 

Paul  T.  Cochran,  MD, 
New  Mexico  Medical  Society 

Albuquerque,  New  Mexico 


The  Medical  Center  and  the  Community:  Communica- 
tions and  Fees 


If  the  librarian  of  today  dips  into  the  literature  of  either 
library  science  or  medicine  of  the  late  1800’s  and  early 
1900’s,  he  gains  a distinct  feeling  of  deja  vu.  Let  me  quote  Sir 
William  Osier  as  he  discussed  the  library: 

"Within  the  last  few  years  the  work  has 
been  so  organized  that  we  may  speak  of  a 
science  of  librarianship.  The  old  rule-of- 
thumb  order  which  each  custodian  of  a col- 
lection of  books  adopted,  as  his  own  know- 
ledge or  ignorance  suggested,  is  giving 
place  to  carefully  thought-out  methods  of 
arrangement  designed  to  make  the  books  of 
greater  service  and  more  easily  accessible. 

The  librarians  of  to-day,  and  it  will  be  true 
still  more  of  the  librarians  of  to-morrow, 
are  not  fiery  dragons  interposed  between 
the  people  and  the  books.  They  are  useful 
public  servants,  who  manage  libraries  in 
the  interest  of  the  public.” 

This  is  in  the  opening  section  of  the  2 1 page  address  by  Sir 
William  to  the  Summer  School  of  Library  Science, 
Aberystw3d;h,  Wales,  in  1917.  My  copy  is  much  prized,  be- 
cause this  essay  is  one  of  the  best  I have  seen  on  my  profes- 
sion, and  because  it  so  clearly  applies  the  medical  model  to 
the  library  model,  an  application  I find  most  appropriate. 

I have  worked  in  health  science  libraries  since  1964,  and  I 
confess  to  as  much  astonishment  at  what  has  been  done  in 
that  time  to  improve  the  libraries  as  I was  at  the  state  of  the 
library  I became  a director  of  in  a Class  A medical  school  in 
1965. 1 tell  the  story  of  the  labyrinth  of  rooms,  the  jury-rig- 
ged furniture,  the  chaotic  order  of  the  collections,  and  the 
dismal  role  the  library  played,  and  people  laugh.  It  took  me 
a long  time  to  see  the  humor  of  the  situation,  especially  since 
I spent  nearly  nine  full  months  putting  the  journals  in  that 
library  into  alphabetical  order  and  in  ensuring  that  medical 
students  were  allowed  access  to  the  anatomy  textbooks 
without  a librarian  standing  over  them. 

A number  of  unique  library  and  medical  developments 
have  been  building  for  a long  time,  to  become  widely  availa- 
ble to  academic  centers,  and  they  require  us  to  modify  our 
views  on  the  roles  and  responsibilities  of  librarians  vis-a-vis 
physicians  and  other  health  professionals. 

The  computerized  data  base  and  the  computer  catalog  are 
the  two  developments  which  come  most  readily  to  mind.  An 
enormous  number  of  information  items  can  be  identified 
and  provided  to  the  physician,  thus  enabling  us  to  overload 
I him  with  information  that  may  be  more  than  he  may  want 
to  know.  Information  science,  as  that  field  is  usually  de- 
scribed, has  become  a daily  applied  art  of  the  librarian,  to 


both  the  ignorance  and  surprise  of  information  specialists. 
Academic  health  science  libraries  now  have  the  capability 
to  search  very  large  data  bases  quickly,  to  isolate  a small 
number  of  relevant  bibliographic  items,  and  to  obtain 
rather  quickly  those  items  desired.  The  result  is  an  expo- 
nential increase  in  interlibrary  loan  activity  by  academic 
libraries  to  an  ever  increasing  number  and  variety  of  health 
practitioners. 

Practitioners  are  being  asked  to  take  on  more  of  the  trap- 
pings of  the  academician,  while  I believe  that  our  academic 
service  organizations  and  faculty  are  hard  pressed  to  re- 
spond to  the  demands  made  upon  them  as  this  development 
accelerates.  The  result  is,  in  my  view,  a standoff.  The 
academy  tends  to  say  to  the  practitioner:  "Why  don’t  you  ask 
me  for  what  you  need,”  the  assumption  being  that,  given 
time  and  money,  and  the  incentive,  the  academician  can  and 
will  provide  the  necessities  required.  I hope  you  will  agree 
that  this  is  absurd,  and  yet  it  remains  a major  roadblock  in 
dissolving  the  town-gown  animosities  we  are  all  familiar 
with. 

Communication  leads  to  information  transfer  which  leads 
to  education.  This  is  a cybernetic  model,  a critical  considera- 
tion for  making  the  model  work.  Feedback  and  hence  al- 
tered response  among  the  components  helps  to  show  that  all 
information  needs  are  not  in  the  community  and  all  answers 
are  not  in  the  university,  but  that  rather  this  is  a symbiotic 
process. 

I manage  an  organization  composed  of  two  libraries,  one 
that  of  a private  society  library,  and  the  second  a combined 
facility  including  the  libraries  of  five  academic  schools  or 
departments  within  a private  university.  Yet,  we  receive 
federal  funds,  state  funds,  and  a variety  of  other  public 
support  resources,  so  that  the  labels  used  to  describe  us  are 
increasingly  irrelevant.  The  question  remains,  are  libraries 
rights  or  privileges? 

A critical  dilemma  facing  librarians  is  separating  infor- 
mation items  and  information.  Computerized  data  bases  do 
not  provide  primary  information  but  do  give  us  information 
about  information.  Further  clarification  is  needed  because 
we  still  tend  to  deal  with  libraries,  books,  journals,  etc.,  as 
though  they  were  information,  and  in  some  practical  ways 
they  are. 

Information  is  going  to  cost  each  of  us  some  money.  I think 
that  it  will  be  worth  it. 


Robert  G.  Cheshier,  Director 
Health  Center  Library 
Case  Western  Reserve  University, 
Cleveland,  Ohio 


Commentary  on  Cheshier 


The  specific  problem  of  New  Mexico  is  its  ranking  48th  in 
income  nationally,  with  a significant  percentage  of  its  Al- 
buquerque residents  minimally  employed,  underemployed, 
or  unemployed,  which  holds  true  for  much  of  the  state.  New 
Mexico  contains  enormous  quantities  of  non-revenue  pro- 
ducing land— -Forest  Service  land,  and  Indian  land,  and  also 
much  underdeveloped  land.  For  example,  the  tax  in  Santa 
Fe  County  on  an  acre  of  land  with  a house  on  it  is  about  $500 
per  year,  which  is  ncft  a very  large  tax  base  on  which  to  build 
libraries. 
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Where  the  University  of  Arizona  Medical  School  gets  $16 
million  dollars  from  the  state,  the  University  of  Newf  Mexico 
Medical  School  gets  one  or  two  million  dollars.  On  the  other 
hand,  whether  good  or  bad.  New  Mexico  is  the  first  to  have 
enacted  a Continuing  Medical  Education  law.  It  is  the  first 
state  to  enact  PSRO,  and  one  of  the  first  to  develop  a medi- 
cal/legal panel  to  attempt  to  resolve  problems  before  they 
enter  litigation.  It  is  one  of  the  first  states  to  develop  an 
insurance  company  for  its  physicians  in  the  malpractice 
crisis,  providing  reasonable  insurance  for  its  physicians, 
therefore  lessening  the  cost  to  the  patient. 

It  seems  to  me  that  our  principle  problem  is  neither  dis- 
tance, however  great  that  might  be  in  New  Mexico  with  its 
inadequate  transportation  system,  nor  money.  We  have 
shown  again  and  again  through  our  Medical  Society  that, 
given  the  right  stimulus,  we’ll  spend  the  money.  Rather,  it  is 
a problem  of  vision.  That  is,  to  find  individuals  at  the  Uni- 
versity, in  the  local  medical  societies,  and  in  the  practicing 
communities,  who  appreciate  the  necessity  that  knowledge 
be  disseminated.  In  New  Mexico  it  isn’t  just  a state  soci- 
ety. It’s  "What  is  the  President  of  the  local  County  Society 
going  to  do?”  Will  Farmington  or  Gallup  accept  your  pro- 
gram? Although  the  average  individual  physician  is  alleged 
to  rely  for  information  on  one  or  two  journals  which  he 
subscribes  to,  his  talks  with  detail  men  from  pharmaceuti- 
cal firms,  and  his  attendance  at  local  and  national  meetings, 
he  also  relies  on  his  consultants  to  advise  him  on  disastrous 
situations  or  impending  calamities. 

My  impression  is  that  there  are  a lot  of  extremely  good 
physicians  in  the  small  communities.  I went  to  Artesia  to 
tell  them  how  they  should  do  cardiopulmonary  resuscita- 
tion, which  we  were  just  beginning  at  Presbyterian  Hospi- 
tal, only  to  find  that  their  five  physicians,  with  18,000 
people  living  there,  had  already  trained  every  policeman, 
every  public  school  teacher,  everyone  in  the  hospital,  and 
over  a hundred  private  citizens.  We  went  to  tell  them  and 
they  were  ahead  of  us.  What  is  needed  is  to  identify  and 
harness  these  skills  and  this  good  will. 

At  Presbyterian  Hospital  Center  with  500  physicians  on 
the  staff,  there  clearly  are  perhaps  50  or  60  of  them  who 
consult,  lecture,  teach,  and  use  the  library.  Yet  that  ten  or 
fifteen  per  cent  are  carrying  the  rest  of  us  in  many  ways,  and 
it  is  often  difficult  for  other  physicians  to  recognize  that  the 
library  reaches  them  through  this  process. 

It  is  interesting  that  St.  Vincent’s  Hospital  in  Santa  Fe, 
which  is  a beautiful,  brand-new  hospital,  has  a smaller 
library  than  that  which  was  in  the  old  hospital,  and  that  the 
Anna  Kaseman  Hospital  has  no  library  at  all.  Planning  for 
an  adequate  library  prior  to  the  building  of  a hospital  seems 
to  be  a new  idea  for  a lot  of  administrators. 

On  top  of  the  multiple  conflicts  in  which  a doctor  finds 
himself  in  New  Mexico,  conflicts  which  should  be  seen  as  the 
plurality  that  makes  America  so  interesting,  is  a new  factor: 
the  continuing  education  requirements  of  150  hours  every 
three  years,  expensive  both  in  time  and  money.  For  exam- 
ple, when  I took  a course  in  Florida,  my  travel  cost  was  $350. 
The  hotel  bill  for  two  weeks  was  $500. 1 paid  $300  in  regist- 
ration fees.  Alternatively,  we  gave  a course  at  Presbyterian 
Hospital  which  carried  the  equivalent  number  of  hours, 
including  materials,  for  $80.  That’s  quite  a difference  for  the 
same  amount  of  work.  That  you  should  go  away  for  a week  to 
take  a course  is  a rather  good  concept  psychologically,  al- 
though you  may  not  learn  as  much  that  way  as  by  studying 
two  or  three  hours  every  week.  Through  the  library  each 
hospital  in  each  community  can  become  a learning  center. 

The  physician  treating  a sore  throat  with  an  antibiotic, 
who  then  must  deal  with  a drug  allergy  or  interaction, 
cannot  cope  with  the  continuous  flow  of  knowledge.  No  one 
of  us  can  know  any  more,  what  drug  is  going  to  interact  with 
what  other  drug.  The  library,  therefore,  becomes  a living. 


changing  entity  which  could  become  a bridge  for  the  flow  of 
information  to  all  of  us,  whether  in  the  city  or  in  the  country. 


David  Beimahum,  MD, 
Director  of  Medical  Education 
Presbyterian  Medical  Center, 
Albuquerque,  New  Mexico 


'The  Practicing  Physicians  Speak 


Most  of  us  practicing  outside  Albuquerque  have  our 
primary  contact  with  this  library  by  remote  control.  It  is 
extremely  difficult  for  me  in  an  average  week,  or  month,  or 
year,  to  get  dovm  to  spend  any  time  in  this  library.  We’re 
going  to  have  to  depend  on  our  local  community  librarian 
and  I am,  therefore,  interested  in  hearing  the  plans  and 
concepts  being  designed  and  considered  to  make  a closer 
contact  between  my  Santa  Fe  library,  as  small  as  it  is  in  a 
corner  of  the  hospital  I can  hardly  find,  and  this  library. 

By  the  way,  the  doctors  in  Santa  Fe  do  support  their 
library.  Funds  come  from  our  County  Medical  Society.  We 
have  a joint  committee  between  the  hospital  and  the  County 
Medical  Society.  But  we  don’t  have  as  many  journals  as  we 
need,  and  the  rapidity  with  which  we  can  receive  informa- 
tion is  critical.  As  a surgeon,  when  I have  a problem,  it  is 
rarely  something  that  I can  say,  "Well,  over  the  next  month 
I am  going  to  research  this.” 


Robert  M.  Zone,  MD,  President, 
New  Mexico  Medical  Society 

Santa  Fe,  New  Mexico 


I do  want  to  cover  some  of  the  pioneering  aspects  because  I 
have  been  faced  with  the  problem  of  re-educating  myself  for 
a long  time.  I’ve  been  practicing  now  for  forty-one  years, 
long  enough  to  become  proud  of  it.  In  the  beginning,  Taos 
was  much  more  isolated  than  it  is  now.  Roads  were  rough;  it 
took  over  three  hours  to  drive  the  70  miles  to  Santa  Fe,  the 
nearest  outpost  of  civilization.  The  only  service  better  and 
faster  than  that  of  today  was  the  mail.  Even  detail  men  were 
welcome  visitors  and  usually  confirmed  our  feeling  that 
nothing  much  new  was  coming  down  the  pike.  An  occasional 
classmate  or  fellow  ex-house  officer  stopped  by  for  a visit, 
drawn  by  curiosity  about  whether  people  really  lived  in  New 
Mexico.  When  I could  get  them  off  the  subject  of  Indians  and 
horn  toads,  I received  a little  fresh  medical  knowledge  from 
them. 

I got  to  an  occasional  AMA  meeting  and  attended  State 
Medical  Society  meetings.  By  1941 1 had  acquired  associates 
and  took  advantage  of  learning  from  new  blood.  Just  prior  to 
this,  Prontosyl  had  come  along,  our  first  sulfa  drug,  and  the 
forerunner  of  things  to  come.  My  knowledge  of  this  came 
throuqh  a detail  man,  as  I remember.  It  had  to  be  injected 
and  was  a beautiful  color,  both  going  in  and  coming  out. 
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Kids  didn’t  like  it,  mothers  didn’t  like  it,  and  my  bad  reputa- 
tion as  a shot-giving  doctor  grew.  But  with  Prontosyl,  and 
later  sulfanylimide,  we  could  see  a difference  with  appen- 
dicitis and  pneumonia  problems,  as  well  as  with  diarrhea 
and  urinary  infections. 

World  War  II  meant  a three-year  lay-off  for  me  from  the 
practice  of  medicine.  For  most  of  this  time  I was  not  seeing 
patients,  and  medical  journals  were  almost  unheard  of. 
When  I returned  home  to  resume  work,  I was  keenly  aware 
of  a knowledge  gap  and  eventually  went  back  to  New  Haven 
for  three  months  to  attend  lectures  and  make  ward  rounds.  I 
also  spent  a great  deal  of  time  in  the  library.  At  this  point 
there  still  were  not  many  organized  postgraduate  courses, 
although  some  doctors  discussed  the  possibility  of  organiz- 
ing a society  of  general  practitioners.  This  occurred  in  1947, 
and  there  was  now  a large  organized  demand  for  short 
postgraduate  courses  by  medical  schools.  Almost  im- 
mediately, courses  sprang  up,  and  we  have  found  no  pro- 
blem in  meeting  the  minimum  of  150  hours  enery  three 
years,  50  prescribed,  since  becoming  a member  in  1949.  At 
first  it  seemed  fairly  easy,  but  the  difficulty  of  keeping  up 
has  increased  geometrically  in  the  past  thirty  years.  Some- 
times I wonder  what  I would  have  said  in  1940  if  anyone  had 
told  me  what  would  be  available  in  the  future.  Every  day 
(when  it  is  running)  the  mail  brings  newsletters,  journals, 
and  audio  tapes.  Most  of  these  are  excellent,  but  their  use  is 
limited  by  both  time  and  energy.  I find  I can  listen  to  tapes 
when  I am  too  tired  to  read. 

New  knowledge  always  has  been  available  in  one  form  or 
another.  Its  acquisition  by  any  individual  requires  his  feel- 
ing a need  for,  and  some  initiative  in  obtaining  it.  We  may 
have  gone  too  far  by  providing  an  artificial  need  in  the  form 
of  legal  requirements  and  perhaps  have  made  fulfillment  of 
the  need  too  easy.  Are  we  more  concerned  with  earning  our 
educational  points  than  we  are  in  filling  a gap  in  our  know- 
ledge? 

Our  Taos  hospital  has  had  a four-fold  physician  increase 
over  the  past  four  years,  most  of  them  recent  knowledgeable 
residents.  New  knowledge  is  instantly  available  for  the 
asking,  and  is  provided  in  a more  formal  manner  for  an  hour 
nearly  every  Saturday  morning.  We  subscribe  to  an  excel- 
lent videotape  program  that  is  under-utilized,  perhaps  be- 
cause we  must  go  to  another  building  and  start  the  machine 
ourselves.  We  have  worked  out  an  arrangement  with  the 
PMS  Pharmacy  to  use  their  textbooks  and  journals,  which 
they  are  better  able  to  afford.  Most  likely  we  will  soon 
formalize  much  of  this  through  a working  arrangement 
between  the  Health  Sciences  Library  and  the  hospital,  med- 
ical society,  nurses,  pharmacists,  and  other  various 
paramedical  people  who  inhabit  the  corridors  of  the  hospi- 
tals. 

Ashley  Pond,  MD,  Past  President 
Taos  County  Medical  Society 

Taos,  New  Mexico 


Today  is  a great  day  for  New  Mexico  health  professionals, 
Eis  anyone  who  has  inspected  the  new,  commodious,  com- 
fortable, and  beautiful  Health  Sciences  Library  will  agree. 

We  have  come  a long  way.  Two  centuries  ago  jJublished 
medical  information  was  scanty.  Medical  books  were  not 
highly  prized,  except  in  New  Spain.  A Louisiana  decree  of 
1770  relevant  to  the  practice  of  medicine  and  surgery  re- 
quired the  presiding  Spanish  official  to  ask  the  applicant  to 
display  documents  testifying  to  his  good  character  and 
Catholic  faith,  his  books  and  his  certificates.  Perhaps  these 
educational  requirements  spurred  the  AMA  to  institute  its 
Physicians  Recognition  Award! 


I have  been  asked  to  speak  for  the  practicing  physician,  so 
I will  talk  about  the  library  experience  in  Santa  Fe,  a city  of 
50,000  people. 

Years  before  the  elaboration  of  the  JCAH  requirements 
for  hospitals,  the  Santa  F e County  Medical  Society  members 
assessed  themselves  $30  a year  for  a medical  library,  and  so 
for  many  years  we  have  subscribed  to  ihelndex  Medicus  and 
50  journals.  The  latter  were  bound  until  recently.  We  were 
also  able  to  purchase  occasional  textbooks  from  a county 
society  memorial  fund,  but  our  collection  is  inadequate. 
This  library  has  been  housed  by  St.  Vincent  Hospital,  and 
the  hospital  also  underwrote  the  services  of  a part-time 
librarian. 

Has  the  University  of  New  Mexico  Medical  Library  been 
helpful  to  regional  physicians?  I am  informed  by  our  part- 
time  librarian,  Mrs.  Jane  Knowles,  that  interlibrary  loans 
are  frequent;  reprints  of  journal  articles  predominate;  and 
A-V  tape  loans  are  occasional.  The  Practical  Nursing  School 
also  uses  the  library  center  for  films  and  other  teaching  aids. 

Perhaps  the  most  fruitful  period  was  during  the  years  of 
the  Regional  Medical  Program.  Our  physicians  were 
pleased  with  the  rapidity  with  which  their  requests  for 
information  were  answered.  They  could  call  the  toll-free 
number,  talk  to  a librarian  whom  they  learned  to  know  by 
name,  and  the  reprint  would  arrive  in  the  morning  mail. 
Furthermore,  we  obtained,  it  seems  to  me,  any  number  of 
reprints,  and  also  bibliographic  data.  Several  years  ago  we 
realized  that  if  such  service  would  be  continuous,  there  was 
little  need  to  bind  our  journals,  and  we  were  told  that  the 
service  would  be  continued  indefinitely.  We  believed  this,  so 
that  the  money  which  was  earmarked  for  binding  was  then 
allocated  to  book  purchases.  As  we  know,  the  RMP  died.  We 
miss  the  toll-free  and  generous  photocopy  services.  Physi- 
cians have  told  me  that  when  they  want  something.,  they 
want  it  rapidly,  for  medical  use. 

Seattle  study  showed  that  65  per  cent  of  requests  coming 
from  rural  areas  relate  to  patient  care.  I think  that  in  Santa 
F e the  figure  is  closer  to  95  per  cent.  In  addition,  physicians 
who  have  requested  computerized  searches  have  been  dis- 
appointed. The  material  they  have  received  have  hundreds 
of  entries  in  the  world’s  literature,  most  of  them  inapprop- 
riate. I prefer  to  scan  the  Index  Medicus,  which  we  have  in 
our  library,  but  physicians  in  smaller  towns  do  not  have  this 
capability.  So  I have  a suggestion:  why  not  have  medical 
consultants  grade  journal  articles  for  their  information  con- 
tent? Grade  A:  Valuable;  Grade  B:  Of  some  value;  Grade  C: 
For  the  birds.  I suspect  that  Grade  C articles  would  pre- 
dominate. Let  me  quote: 

There  is  a vast  amount  of  . . . effete  and 
worthless  material  in  the  literature  of 
medicine,  and  it  is  increasing  rapidly  . . . 
our  preparers  of  compilations  and  compen- 
diums,  big  and  little,  acknowledged  or  not, 
are  continually  increasing  the  collection, 
and  for  the  most  part  with  material  which 
has  been  characterized  as  'superlatively 
middling,  the  quintessential  extract  of 
mediocrity.’ 

So  wrote  John  Shaw  Billings  in  1887. 

Present  day  critics  are  less  elegant:  Shephard  has  com- 
pared medical  journals  to  "excretory  organs.”  Bean  defines 
"the  literature”  as  a "repository  for  . . . excretions”;  other 
contemporary  critics  refer  to  journals  as  "ordure”  and  "sew- 
age.”'! 

"What  is  needed,”  says  Shephard,  "is  an  orderly  input  of 
information  . . . achieved  by  greater  cooperation  among 
journal  editors,  professional  societies,  medical  organiza- 
tions and  information  specialists.”^  The  goal?  An  interna- 
tional communications  network.  It  is  possible  that  the  med- 
ical journal  may  no  longer  be  the  vital  educational  tool  it  has 
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been  in  the  last  century.  Advances  in  biomedical  communi- 
cation are  significant:  the  proliferation  of  audiovisual 
techniques;  the  need  for  CME — last  year  there  were  36,000 
meetings,  seminars,  and  symposia  in  the  USA — the  popu- 
larity of  controlled  circulation  journals  and  newspaper 
periodicals;  the  rise  of  information  specialists;  and  com- 
puterization in  medical  libraries,  as  we  mentioned  previ- 
ously. 

It  is  obvious  that  societal  and  technologic  changes  influ- 
ence the  world  of  the  library.  Let  us  now  examine  one  of 
these  in  its  swaddling  clothes,  and  speculate  on  its  potential 
impact  on  medical  libraries:  the  imminence  of  physician 
advertising,  already  approved  in  New  York  State. 

Let  us  look  back  to  a time  in  the  18th  century  when 
doctors  were  not  in  the  public  esteem  as  they  are  now;  when 
they  had  secret  remedies  and  cures.  Hence  there  was  little 
written  by  physicians.  Why  should  they  share  their  methods 
with  competitors?  If  they  did,  they  would  lose  income.  Might 
this  happen  again  when  physicians  advertise?  Would  this 
mean  fewer  articles  in  journals,  fewer  journals,  and  a di- 
minution in  the  need  for  library  facilities?  Or  would  a doctor 
advertise  that  he  has  a direct  computer  link  to  the  UNM 
Library  which  feeds  up-to-date  developments  via  ticker  tape 
to  his  consulting  room  six  times  a day? 


The  malpractice  crisis  is  another  influence  altering  prac- 
tice patterns  and,  hence,  impinges  on  library  practices.  A 
recent  report  from  the  National  Association  of  Insurance 
Commissioners  suggests  that  one  might  minimize  diagnos- 
tic and  therapeutic  risks  by  using  treatment  decision  mod- 
els in  which  the  inputs  are  the  treatment  variables,  patient 
status,  criteria  deviations,  and  resource  utilization.  Using 
an  outcome  simulator,  a patient  modifier,  risk  predictor,  a 
value  calculator,  and  an  optimizer,  the  computer  in  our 
offices  will  print  out  the  Best  Plan.  Thus,  the  spector  of 
malpractice  will  vanish,  as  will  the  review  organizations. 
But  not  the  library.  The  capabilities  for  these  clinical  assists 
•are  based  on  techniques  of  set  theory,  regression  and  var- 
iance. They  are  in  the  province  of  information  scientists.  We 
know  where  to  find  them. 

Medical  libraries  are  active,  constantly  changing,  moving 
away  from  their  traditional  archival  function  into  rapid 
transmission  of  information. 

Are  we  in  tomorrow  today? 

Marcus  J.  Smith,  MD, 
Scientific  Editor  for  New  Mexico, 
Rocky  Mountain  Medical  Journal 
Santa  Fe,  New  Mexico 
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Highest  Honor  to  Butterfield 

The  Silver  and  Gold  Award,  highest  honor  of  the  CU 
Medical  Alumni  Association,  for  outstanding  community 
service,  was  awarded  L.  Joseph  Butterfield,  MD,  at  the 
annual  alumni  banquet,  held  on  May  13. 

Meeker  Doctor  to  Guam 

Earl  Ryan,  MD,  veteran  of  18  years  practice  in  Meeker, 
Colorado,  has  accepted  an  overseas  assignment  on  Guam, 
and  has  departed  for  this  new  station  with  his  family. 


Miller  Receives  Leukemia  Society  Grant 

Stephen  Miller,  PhD,  at  the  University  of  Colorado  Medi- 
cal Center  has  been  named  a Special  Fellow  by  the 
Leukemia  Society  of  America,  Inc.  and  has  been  granted 
$31,000  for  a two-year  term  for  work  in  the  field  of  im- 
munology, virology,  chemotherapy,  and  the  basic  sciences, 
hoping  to  discover  a cure  for  leukemia  and  lymphoma. 


Surgical  Councillors  Named 

Albert  J.  Kukral,  MD,  Lakewood,  Colorado,  has  been 
elected  a Councillor  for  the  State  of  Colorado  by  the  South- 
western Surgical  Congress.  At  the  same  time  three  Vice 
Councillors  were  named.  They  are  Glenn  R.  Kempers,  MD, 
Grand  Junction;  Louis  J.  Kennedy,  MD,  Colorado  Springs,; 
and  Joseph  L.  Kovarik,  MD,  Denver. 


Colorado  ABFP  Diplomates  Named 

A number  of  Colorado  doctors  have  been  named  diplo- 
mates of  the  American  Board  of  Family  Practice,  becoming 
certified  in  the  specialty  of  family  practice.  Among  them  are 
James  C.  Freudenberg,  MD,  Longmont;  James  Ley,  MD, 
and  Robert  Marlow,  MD,  Haxtun  area;  and  Orrie  G.  Cle- 
mens, MD,  and  David  Park  Hostettler,  MD,  Glenwood 
Springs  and  Eagle. 

Lakewood  MD  Earns  Wings 

David  G.  Nelson,  MD,  Navy  flight  surgeon  at  the  Naval 
Aerospace  Medical  Institute  in  Pensacola,  Florida,  is  now 
based  at  Iwakuni,  Japan.  Nelson  was  commissioned  as  an 
ensign  while  attending  the  University  of  Colorado  School  of 
Medicine,  and  is  making  repayment  in  the  form  of  service  as 
an  active  duty  physician. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  * 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Mosely  Named  Chairman  of  Radiology  Department 

Robert  D.  Mosely,  Jr.,  MD,  since  1971  a member  of  the 
faculty  of  the  University  of  New  Mexico  School  of  Medicine, 
has  been  named  to  chair  its  Department  of  Radiology. 
Mosely  was  honored  by  the  Royal  College  of  Radiologists  in 
England  as  their  first  honorary  Fellow.  He  also  received  the 
Gold  Medal  of  the  International  Congress  of  Radiology,  pre- 
sented in  Madrid,  Spain. 


Kellogg  Grant  For  Rural  Medicine 

A grant  of  $681,034  by  the  W.W.  Kellogg  Foundation, 
Battle  Creek,  Michigan  for  the  purpose  of  designing  a medi- 
cal school  curriculum  aimed  at  training  primary  care  physi- 
cians to  work  in  rural  areas.  In  the  program,  developed  by  S. 
Scott  Obenshain,  MD,  assistant  dean  for  undergraduate 
medical  education  with  Arthur  Kaufman,  MD,  and  J.  Day- 
ton  Voorhees,  MD,  both  assistant  professors  in  the  depart- 
ment of  family,  community,  and  emergency  medicine,  six 
months  experience  of  working  in  rural  areas  with  primary 
care  physicians  for  students  would  follow  an  initial  nine 
months  of  learning  basic  clinical  skills. 


University  of  Colorado  Medical  Center 
Colorado  Burn  Unit  Now  in  Operation 

A regional,  integrated  approach  to  burn  care  is  now  avail- 
able at  the  University  of  Colorado  Medical  Center  where  a 
five-bed  facility  to  provide  intensive  and  comprehensive 
care  to  decrease  the  total  length  of  hospitalization  and  more 
quickly  return  victims  to  a more  functional  role  in  society 
has  been  established. 

The  new  unit  is  adjacent  to  the  15-bed  Surgical  Intensive 
Care  Unit.  The  unit  was  established  through  a federal 
grant,  which  covered  remodeling  of  a prior  office  facility. 
Five  entirely  self-contained  units  have  been  created,  each  in 
its  own  cubicle,  with  sliding  glass  partitions,  individual 
lavatory  facilities,  storage  space,  and  environmental  con- 
trol. 

Maximum  concern  for  the  needs  of  a patient  troubled  with 
physical  and  psychic  trauma  has  been  expressed  in  such 
patient  amenities  as  color  television  and  furnishings,  pro- 
vided by  private  sources.  An  area  for  hydrotherapy  with  a 
large  trauma  tank  adaptable  to  a spray  table  and  an  area  for 
minor  debridement  are  included. 

Fifteen  designated  burn  care  nurses  have  been  hired  and 
have  undergone  an  intensive  three-week  course  in  bum 
care  nursing.  Funding  for  personnel  for  the  bum  unit  pro- 
vides for  such  positions  as  a physical  therapist,  ward  clerk, 
and  an  environment  service  technician. 

A nucleus  of  the  CU  Medical  Center  staff  interested  in 
management  of  burns  will  provide  medical  supervision,  and 
this  includes  general  surgeons,  plastic  and  hand  surgeons, 
psychiatrists,  infectious  disease  and  general  medical 
specialists. 

Approximately  nine  hundred  bum  victims  in  Colorado 
require  hospitalization  each  year.  In  full  recognition  of  the 
inability  of  such  a relatively  small  bum  unit  to  handle  even 


a small  proportion  of  these,  a federal  grant  to  upgrade  nurs- 
ing and  professional  expertise  in  burn  care  in  five  other 
Colorado  hospitals  has  been  awarded  recently. 

In  addition,  the  University  of  Colorado  Medical  Center 
Bum  Unit  will  provide  twenty-four  hour  consultation  ser- 
vice, and  will  assist  in  arranging  transfer  of  patients  to  this 
or  other  units.  This  assistance  and  consultation  may  be 
obtained  by  dialing  (303)  394-8400,  which  is  a direct  line  to 
the  Burn  Unit. 


THE 

BOOK  CORNER 


New  hooks  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society 
Library. 

"Treatment:  The  Choice  is  a special  number  of  Practitioner  recently 
received  in  the  Denver  Medical  Society  Library.  Topics  considered  in 
this  annual  symposium  range  from  choice  of  analgesics  in  terminal 
carwer  to  rational  choice  of  antibiotics. 

Interest  continues  to  be  evident  in  Doing  Better  and  Feeling  Worse, 
edited  by  Rockefeller  Foundation  president  John  Knowles.  Current 
medical,  ethical  and  social  problems  are  thoroughly  covered  in  this 
book,  now  available  from  the  Denver  Medical  Society  Library. 

Have  you  read  the  timely  article  in  the  November,  1977  issue  of  the 
Journal  of  the  Medical  Association  of  Georgia  entitled  "Preparing  an 
education  program  in  a community  hospital’"?  Copies  may  be  re- 
quested from  the  Library. 

Heart  Attack!  A Question  & Answer  Book.  Oscar 
Roth,  MD,  with  Lawrence  Gallon,  with  William  D. 
Roth,  PhD  and  Ned  Thomas.  Lippincott,  New  York, 
1978.  $8.95. 

A comprehensive  compilation  of  information  about 
heart  disease,  written  in  concise  understandable  lan- 
guage that  will  inform  and  reassure  the  reader 
whether  he  has  heart  disease  or  not. 

Written  in  a question  and  answer  format  that  an- 
ticipates most  questions  that  someone  with  heart  dis- 
ease would  ask,  this  book  also  covers  the  myriad  of 
ancillary  concerns  that  the  family  will  want  to  know. 

The  opening  chapters  explain  chest  pain  and  sort 
out  the  various  non-cardiac  causes  of  chest  pain.  Sub- 
sequent chapters  explain  the  mechanism  and  impli- 
cation of  angina  and  "heart  attack.”  Throughout  the 
book,  the  emphasis  is  on  recovery  and  return  to  nor- 
mal activities  of  daily  living. 

There  is  much  solid  information  and  advice  about 
diet,  weight  reduction,  cigarettes,  medications  and 
recent  advances  in  surgery  for  heart  patients. 

An  excellent  addition  to  any  library  or  home — a 
source  of  information  on  recent  advances  in  the  car- 
diac field  that  will  save  hours  of  time  in  patient  edu- 
cation. 

David  L.  Kelble,  MD 
Denver 
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Colorado 

A flaming  plane  crash  claimed  the  life  of  Benja- 
min G.  Cobb,  MD,  his  wife,  Beryl  Rupe  Cobb,  and 
two  daughters,  Erin,  18,  and  Jenean,  13,  all  of  Fort 
Collins,  Colorado  near  the  Lamar,  Colorado  airport, 
on  June  2,  1978. 

The  airplane,  piloted  by  Dr.  Cobb,  crashed  shortly 
after  takeoff,  according  to  the  Prowers  County 
sheriff s office. 

Cobb,  a native  of  Barberville,  Ky. , was  a member  of 
the  medical  staff  of  Poudre  Valley  Memorial  Hospital 
and  numerous  other  eastern  Colorado  hospitals. 

He  received  his  doctorate  in  medicine  from  the 
University  of  California  at  Los  Angeles  Medical 
School  in  1957.  He  interned  at  Johns  Hopkins  Medi- 
cal School  in  Maryland. 

His  urology  residency  training  was  completed  at 
the  University  of  Saskatchewan,  the  University  of 
Minnesota  and  the  University  of  Washington. 

Before  moving  to  Fort  Collins  in  1968,  Cobb  taught 
at  the  University  of  Washington  and  Creighton  Uni- 
versity (Nebraska)  medical  schools. 

Paul  M.  Clark,  MD,  a physician  who  had  prac- 
ticed in  Denver  all  his  professional  life  died  May  1, 
1978  in  Denver. 


Clark  earned  his  bachelor’s  degree  from  the  Uni- 
versity of  Colorado  in  1936  and  his  medical  degree 
from  CU’s  School  of  Medicine  in  1939.  Clark  had  lived 
in  Denver  since  1935. 

He  had  a private  practice  at  University  Park  Medi- 
cal Clinic;  was  a staff  physician  for  the  University  of 
Denver  Student  Health  Service,  where  he  was  also 
physician  in  charge  of  the  infirmary  until  1975;  was 
clinical  assistant  professor  in  medicine  at  the  Uni- 
versity of  Colorado  and  was  plant  physician  for 
ASARCO  Inc. 

Survivors  include  his  wife;  three  sons,  Lee  Clark, 
Denver,  Frank  Eldridge,  MD,  Chattanooga,  Tenn., 
and  James  Eldridge,  Lookout  Mountain,  Tenn. 


Paul  M.  Rice,  MD,  72,  a resident  of  Park  Manor, 
died  May  18,  1978  in  Denver. 

He  was  born  May  1, 1906,  in  Tuscola,  III.  and  was 
reared  in  Illinois.  He  was  graduated  from  Center 
College  in  Kentucky  and  Johns  Hopkins  Medical 
School  in  Maryland.  He  moved  to  Denver  in  1945  and 
practiced  medicine  in  Denver  for  30  years.  He  was  on 
the  staff  at  Rose  Medical  Center  when  he  retired  in 
1976. 

He  was  a Navy  veteran  of  World  War  11  and  a 
member  of  the  American  Medical  Association. 

He  was  married  to  Mary  Gardner  in  1934  in  Santa 
Fe,  N.M.  She  died  in  1969. 

Survivors  include  three  daughters,  Betsy  Morgans, 
Aberdeen,  S.D.,  Margaret  Rice,  Chicago,  and  Mimi 
Garrison,  Denver. 

John  C.  Mendenhall,  MD 
Editorial  Consultant 


The  Quality  Name  in  Management  Counseling  to  the  Professions 


Impartial  consultation  in  all  phases  of: 

1 . Practice  Administration 

2.  Personal  Financial  Planning 

3.  Professional  Corporations 

When  You  Need  Professional  Counseling- 
call  upon  the  most  experienced  consultants  in  this  region. 

ROCKY  MOUNTAIN  PROFESSIONAL  CONSULTANTS,  INC. 


Roger  L.  Rusley,  CPBC 
Donald  L.  Ankerholz,  CPBC 
Gary  W.  Thompson,  CPBC 


10403  West  Colfax  Avenue 
Denver,  Colorado  80215 
(303)  233-4131 
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From  Page  198 


V,  - CONTINUOUS 


Answer: 

The  normal  sinus  rhythm  is  interrupted  by 
occasional  bizarre  beats  of  wide  QRS  duration 
and  extreme  ST  elevation.  Notice  that  these 
beats  occur  very  late  in  diastole,  with  a P-wave 
clearly  visible  before  most  of  the  ectopic  im- 
pulses. Of  great  interest  is  the  fact  that  the  wide 
beats  have  varying  configuration,  with  some 
being  wider  and  more  bizarre  than  others.  In 
addition,  the  second  beat  from  the  end  in  the  top 
strip  and  the  6th  and  8th  beats  on  the  bottom 
strip  show  a different  configuration  with  a more 
upright  R-wave  and  normal  ST  segment.  The 
wide  beats  clearly  are  ventricular  in  origin  and 
the  varying  configurations  suggest  fusion  with 
the  conducted  sinus  impulses.  These  beats  are 
premature  ventricular  complexes,  although 
their  prematurity  is  only  slight.  The  presence  of 
fusion  beats  suggests  that  these  beats  arise 
from  a parasystolic  focus  and  raise  the  possibil- 
ity that  this  is  an  accelerated  ventricular 
rhythm  or  "slow  ventricular  tachycardia.”  This 
is  confirmed  in  figure  2 which  shows  sustained 
bursts  of  a wide  QRS  tachycardia  at  almost  the 
precise  heart  rate  as  the  sinus  tachycardia. 


This  accelerated  ventricular  rhythm  is  com- 
monly seen  in  the  setting  of  acute  myocardial 
infarction  and  has  a different  mechanism  and 
probably  different  clinical  implications  from 
the  more  common  re-entrant  ventricular  ec- 
topic beats.  This  rhythm  does  represent  a 
parasystole  with  protection  of  the  ectopic  focus 
("entrance  block”)  and  intermittent  expression 
of  the  ventricular  dysrhythmia  consistent  with 
intermittent  exit  block  from  the  parasystolic 
site.  It  is  common  that  the  ventricular 
pacemaker  fires  at  a rate  very  close  to  the  sinus 
rate,  and  with  slower  rates,  a dose  of  Atropine 
may  overdrive  ventricular  focus  and  abolish  the 
dysrhythmia.  Some  experts  feel  that  this  is  a 
relatively  benign  dysrh5dhmia  and  does  not  de- 
generate into  more  rapid  forms  of  ventricular 
tachycardia  or  ventricular  fibrillation.  This 
point  is  controversial;  however,  Lidocaine 
treatment  is  often  less  than  satisfactory  for  this 
rhythm  disturbance.  In  this  case,  the  relative 
slowness  of  the  ventricular  tachycardia  proba- 
bly would  not  create  any  significant 
hemodynamic  derangement  and  treatment 
could  be  expectant. 

Jonathan  Abrams,  MD 
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WANT  ADS 


MEDICAL  OPPORTUNITIES 


OB/GYN — Board  Certified  or  Board  eligible  for  Western  Colorado 
14- man  multi-specialty  group.  Balanced  practice  and  recreation  op- 
portunity. Area  served  provides  skiing,  mountain  trails,  fishing,  etc. 
Modem  clinic,  facility  located  next  to  community  hospital.  Send 
resume  or  contact:  G.  Thomas  Morton,  MD,  Glenwood  Medical 
Associates,  P.O.  Box  907,  Glenwood  Springs,  Colorado 
81601.  578-26-TFB 


PHYSICIAN’S  ASSISTANT-BOARD  CERTIFIED,  graduate  Al- 
bany Medical  College.  Primary  Care  Program.  Currently  employed 
in  northeastern  academic  center.  Two  years’  experience  in  ER,  IM, 
Geriatric  Care,  Orthopaedics.  Desires  relocation  to  Colorado  in  one 
of  above-mentioned  fields.  Respond:  Box  377-20-3B,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado, 80218.  378-20-3B 


WANTED:  Full-Time  Physician  for  Emergency  Room  work.  Two 
years  experience  or  residency  training  necessary.  Contact:  Extension 
516,  (303)  341-1371.  378-32-TFB 


WANTED:  PEDIATRIC  CLINICAL  RESEARCHER.  MD  with  2 
years  pediatric  training  sought  immediately  for  long-term  research 
position  among  Pima  Indians  in  central  Arizona.  Study  involves 
analysis  of  outcome  of  diabetic  pregnancies  and  congenital  abnor- 
malities in  this  population.  Salary:  $23-25,000.  Inquiries  to:  Jon  M. 
Aase,  MD,  Department  of  Pediatrics,  University  of  New  Mexico, 
Albuquerque,  New  Mexico,  87131,  or  Call:  (505)  277-5551. 

378-29-3B 


INTERNISTS  (2),  FAMILY  PRACTITIONER,  DER- 
MATOLOGIST, OB/G’YN,  ANESTHESIOLOGIST  for  Wyoming 
(Sweetwater  County).  Beautiful  recreational  area.  New 
$10,000,000  community  hospital.  Administration  patient  ctue  cen- 
tered. Population:  60,000.  Contact:  Medical  Affairs  Committee, 
P.O.  Box  1527,  Rock  Springs,  Wyoming  82901.  Include 
Resume.  578-3-3B 


SALT  LAKE  CITY,  UTAH — Continuing  growth  means  continuing 
opportunities  for  physicians  to  join  multi-specialty  group  practice. 
Family  Health  Program;  contact  Darlene  Gladden:  (801)  355-1234 
or  send  CV;  323  South  600  East;  Salt  Lake  City,  Utah  84102;  FHP 
also  has  positions  available  in  Southern  California  and  Guam. 

578-27-4B 


POSITION  WANTED.  General  Practice  or  Emergency  Room 
Physician.  University  trained  with  residency,  wide  clinical  experi- 
ence, A.C.E.P;  solo  or  group,  medium  or  large  city,  prefer  Colorado 
or  New  Mexico.  Write:  Box  778-1 -IB,  c/o  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Avenue,  Denver,  Colorado,  80218. 

778-1  I-IB 


PHYSICIANS  ASSISTANT.  Recent  Duke  graduate  desires  position 
in  Rocky  Mountain  states.  Primary  care  preferred  but  I am  flexible. 
Call  (919)  684-6134  (day).  Doug  Stackhouse,  4216  Garret  Road, 
(M-28),  Durham,  North  Carolina,  27707.  778-2-lB 


PHYSICIAN— METROPOLITAN  STATE  COLLEGE.  Part-time 
position  with  $21  hourly  salary  to  provide  ambulatory  care  to  stu- 
dents. Contact:  Director,  Metropolitan  State  College,  Student  Health 
Service,  1006  11th  Street,  Denver,  Colorado  80204  or  Call:  (303) 
629-2525.  778-3- IB 


TURNKEY  ORTHOPEDIC  PRACTICE  Available  immediately. 
All  facilities  including  X-ray,  Laboratory,  Physical  Therapy.  Full 
business  office  if  desired.  Excellent  referral  base.  Near  hospitals. 
Call:  Professional  Practice  Consultants — Dan  Mordecai  at  (303) 
779-1700.  778-4- IB 


OTOLARYNGOLOGIST:  Board  eligible,  available  July  1979. 
University  trained  in  all  aspects  of  Head  and  Neck,  Cosmetic  and 
Maxillo-Facial  Surgery,  Otology,  Allergy  and  ENG.  Six  years  sur- 
gical post-graduate  education  at  University  of  California,  San  Fran- 
cisco, and  Tulane  University.  AAOO  Merit  Award  for  Research. 
C V upon  request.  Desire  partnership  in  Mountain  States.  Write:  Box 
778-5-3B,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado,  80218.  778-5-3B 


FAMILY  PRACTITIONER  OR  ANESTHESIOLOGIST  Wanting 
to  change  stride  in  medical  career?  We  need  a person  who  can 
develop  an  interest  in  clinical  research  with  experimental  medicines 
(Phase  I Clinical  Pharmacology).  Full  time  position  in  Deer  Lodge, 
Montana,  with  salary  negotiable  in  low  40’ s.  Supervise  8 employees 
and  some  administrative  work.  No  night  or  weekend  call.  Excellent 
fringes  include  malpractice  insurance,  H & A insurance,  life  and 
disability  insurance,  vacation/sick  leave,  ten  holidays,  paid  travel  to 
meetings , retirement  plan  and  others . Must  be  able  to  secure  a license 
to  practice  in  Montana.  Send  curriculum  vitae  to  Thomas  J.  Collins, 
Director,  University  of  Montana  Foundation,  Missoula,  Montana 
59801 , or  James  D.  Moore,  MD,  Deer  Lodge  Research  Unit,  P.O. 
Box  149,  Deer  Lodge,  Montana  59722.  778-6-1 


INTERNIST  OR  FAMILY  PRACTITIONER  wanted  to  join  a four 
man  incorporated  group,  well-established,  in  a rapidly  growing 
Western  community.  Terms  to  be  discussed — partnership  in  1 year. 
Excellent  fringe  benefits  include  ample  time  off;  malpractice  insur- 
ance paid;  health,  accident,  and  life  insurance;  pension  and  retire- 
ment fund.  Contact:  Drs.  Watson  or  Hendrick,  850 1 Street,  Sparks, 
Nevada,  89431,  or  Call:  (702)  358-4755.  778-7-2B 


GILLETTE,  WYOMING  “Sharpest  town  in  the  West”  needs  full 
time  emergency  physician.  Annual  guarantee  $59,000.  Monday 
through  Thursday  schedule  will  maximize  your  free  time.  Modem 
hospital  with  new  one  under  construction.  Contact:  Joe  Gatewood, 
MD,  Chase  Stone  Center,  Holly  Sugar  Building,  Suite  440,  Col- 
orado Springs,  Colorado  80903,  or  Call  toll  free  1-800-325-3982  for 
details.  778-8-2B 


WOLF  POINT,  MONTANA  needs  family  practice  physician  and 
internist.  Office  with  equipment  available.  Sportsman’s  paradise. 
Wide  open  spaces.  Good  place  to  raise  family.  Excellent  schools. 
42-bed  hospital:  OR,  ER,  CCU,  Lab,  X-ray,  Respiratory  Therapy 
Department.  Contact:  J.B.  Kidd,  Executive  Director,  315  K Street, 
Wolf  Point,  Montana  59201,  or  phone  1-406-653-2100.  778-9- IB 


VETERANS  ADMINISTRATION  HOSPITAL,  Denver.  AN 
EQUAL  EMPLOYMENT  OPPORTUNITY  EMPLOYER,  looking 
for  a part-time  general  physician  to  perform  physical  examinations 
for  administrative  purposes.  20  hours  per  week.  Salary-range 
$15,000-$20,000  per  year  depending  on  qualifications,  plus  fringe 
benefits.  Call  or  write:  Dr.  Sarah  A.  Carter,  1055  Clermont  Street, 
Denver,' Colorado  80220,  or  Call:  (303)  399-8020,  Ex.  mJ." 

77B-11-1B 


DERMATOLOGIST.  Board  certified,  seeks  solo  location  or  associ- 
ation in  the  Rocky  Mountain  area . Write : Box  778 - 1 2- 3 B , c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  778-12-3B 
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HEART  OF  ROCKY  MOUNTAINS— FAMILY  PRACTITION- 
ERS needed  to  associate  with  established  group.  Two  hours  from 
Denver,  45  minutes  to  Vail.  Call:  collect  (303)  486-1264,  Leadville 
Medical  Center,  PC.  778-13-2B 

PHYSICIAN  with  good  basic  medical  skills  for  non-profit  cancer 
hospital  associated  with  the  Colorado  Comprehensive  Regional 
Cancer  Center.  Oncology  training  helpful  but  not  essential.  An 
unusual  opportunity  for  a second  medical  career  in  the  growing  field 
of  cancer  chemotherapy.  Exceptional  educational  opportunities. 
Salary  negotiable.  Some  opportunity  for  private  practice  if  desired. 
Please  contact:  Solomon  Garb,  MD,  AMC  Cancer  Research  Center 
and  Hospital,  6401  West  Colfax  Avenue,  Lakewood,  Colorado, 
80214,  or  Call:  (303)  233-6501.  778-14-lB 

COLORADO  SPRINGS  MEDICAL  CENTER— OCCUPA- 
TIONAL MEDICINE.  35  Man  multi-specialty  group  needs  physi- 
cian to  head  Occupational  Medicine  Department.  Experience  or 
Boards  in  Occupational  Medicine  advantageous  but  not  required. 
Initial  salary  early  conversion  to  incentive  pay  formula.  Write  or 
Call:  J.R.  Thompson,  MD,  The  Colorado  Springs  Medical  Center, 
209  South  Nevada,  Colorado  Springs,  Colorado  80903,  or  Call: 
(303)  475-7700,  Extension  210.  778-16-lB 

WANTED:  GENERAL  SURGEON.  Board  Certified  or  Eligible. 
General  Surgeon  preferably,  with  thoracic  and  vascular  experience 
to  join  a thirty-man  multispecialty  group.  Excellent  opportunity. 
Contact:  Lawrence  N.  Gorab,  MD,  Colorado  Springs  Medical 
Center,  209  South  Nevada  Avenue,  Colorado  Springs,  Colorado 
80903,  or  Call:  (303)  475-7700.  778-20-3B 

GENERAL  SURGEON  with  chest  and  vascular  experience.  Board 
Certified  or  Board  eligible  for  Western  Colorado  14-man  multi-spe- 
cialty group.  Balanced  practice  and  recreation  opportunity.  Area 
served  provides  skiing,  mountain  trails,  fishing,  etc.  Modern  clinic, 
facility  located  next  to  community  hospital.  Send  resume  or  contact: 
G.  Thomas  Morton,  MD,  Glenwood  Medical  Associates,  P.O.  Box 
907,  Glenwood  Springs,  Colorado  81601.  778-24-TFB 

ROCK  SPRINGS,  WYOMING.  DIRECTORSHIP  of  four  physi- 
cian Emergency  Department  Group  at  new  hospital.  Excellent  facil- 
ity; interesting  variety  of  trauma;  seeing  1,000-1,500  patients  on 
fee-for-service  contract.  Clinical/ Administrative  income.  Send 
Curriculum  Vitae  to  Michael  Kramer,  MD,  2004  Fir  Drive,  Rock 
Springs,  Wyoming  82901,  or  Call  toll  free  1-800-325-3982. 

778-  22-2B 

OPPORTUNITY  FOR  INNOVATIVE  PHYSICIAN.  Join  group 
family  practice  (with  interest  in  patient  education)  at  a major  Col- 
orado ski  resort  combined  with  opportunity  to  rotate  through 
Emergency  Department  in  a Denver  teaching  hospital.  Reply  to:  Jim 
Riopelle,  MD,  944  So.  Williams  St.,  Denver,  Colorado  80209,  or 
Call:(303)  573-0561.  778-23-lB 


PROPERTIES— FOR  SALE 


ATTENTION  HORSE  LOVERS:  By  Owner,  ranch  style  brick 
house.  Three  bedrooms,  one  and  three  quarter  baths.  Fireplace, 
electric  kitchen,  small  office,  hot  water  heat,  and  double  carport. 
Bam  with  four  box  stalls,  tack  and  feed  rooms,  standard  RCA  arena 
with  boxes  and  gates.  Pasture  approximately  4 acres,  with  irrigation 
water.  By  appointment  only.  No  trades,  you  finance.  Priced  at 
$230,000.  Call:  (303)  424-2009,  northwest  of  Arvada.  578-9- IB 


FOR  SALE:  Charming  brick  home  on  three  and  one-half  beautifully 
landscaped  lots.  First  offering.  Two  plus  one  bedrooms.  Three 
baths,  partly  finished  basement.  Double  garage.  Excellent  condi- 
tion. Located  at  717  Cherry  Street  in  hospital  area.  Call:  Iris  Chik  at 
(303)  756-8788  or  Hickam  Realty  Company  at  (303)  777-2671, 
Denver,  Colorado  80223.  778- 10- IB 

MODERN  10,000  SQUARE  FOOT  MEDICAL  BUILDING  FOR 
SALE  at  1855  Gaylord  Street,  Denver.  Near  major  hospitals. 
$590,000;  terms  and  price  negotiable.  J.F.  Brauer  (303)  420- 
2000.  778-18-lB 


PROPERTIES— FOR  LEASE 

FOR  SALE  OR  LEASE:  Medical  Building  for  four  specialists  or 
three  generalists.  Area  growing.  Big  mountain  skiing,  recreational 
lake,  near  Glacier  Park.  Call  or  write:  W.N.  McIntyre,  Rte.  1, 
Whitefish,  Montana  59937  or  call:  (406)  862-2816.  578-15-2B 

FOR  SALE  OR  LEASE  IN  FORT  COLLINS,  COLORADO:  Medi- 
cal Office  space.  1200  sq.  ft.  single  building,  available  July  1978. 
Medical  office  park  building  sites  for  sale.  All  within  walking 
distance  of  Poudre  Valley  Hospital.  Call:  (303)  221-2266,  days,  or 
(303)  493-4544,  evenings.  378-27-3B 

FOR  LEASE:  MEDICAL  OFFICE  SUITE,  Fort  Collins,  Colorado. 
1000  sq.  ft.  to  be  available  July  1978.  Medical  office  park  location. 
Walking  distance  to  Poudre  Valley  Hospital.  Call:  (303)  221-2266, 
days,  or  (303)  493-4544,  evenings.  378-28-3B 

SPACE  AVAILABLE.  About  1300  square  feet  in  fall  of  1978, 
Cherry  Creek  Medical  Building.  Two  MDs’s,  Internists,  or  Family 
Practice  physicians  preferred.  Radiology,  Clinical  lab.  Pharmacy, 
and  range  of  specialists  in  building.  Call:  (303)  388-53 1 5 , 778- 1 5- 1 B 

DESIRABLE  OFHCE  SPACE  FOR  LEASE  between  $6.50  and 
$9.50  per  square  foot.  Gaylord  Medical  Building,  1855  Gaylord, 
Denver.  Will  divide  and/or  combine  and  remodel  to  suit.  J.F.  Brauer 
(303)  420-2000.  778- 17- IB 

FOR  LEASE:  OUTSTANDING  QUALITY  SPACES  in  South  Den- 
ver Medical  Building,  across  from  Porter  Hospital.  One  space  at  500 
square  foot  and  a second  space  at  1,000  square  foot.  Priced  at  the 
excellent  rate  of  $7.50  per  square  foot.  Can  modify  to  suit  your 
needs.  Available  immediately.  Especially  suitable  for  Family  Prac- 
tice, Ophthalmologist,  or  Allergist.  X-Ray  Lab  and  Pharmacy  on 
premises.  Phone  or  write:  L.  Ted  Denton,  Garrett  Bromfield  Com- 
pany, (303)  572-3400,  or  730  17th  Street,  Suite  820,  Denver,  Col- 
orado 80202.  778- 19- IB 


MISCELLANEOUS 

FINANCIAL  WORRIES  CAN  LEAD  TO  HYPERTENSION,  indi- 
gestion, and  high  blood  pressure!  For  substantive  relief  from  the 
discomforts  of  excessive  taxation,  painful  cash  flow  problems  and 
comatose  investments,  what  you  really  need  is  a specialist.  As  an 
independent  consultant  in  finance,  investments,  and  tax  strategy,  my 
practice  is  dedicated  to  the  highest  standards  of  professional  compe- 
tence and  objectivity.  For  details  please  call  me,  Ronald  J.  Grow: 
(303)  232-0436,  or  write:  Suite  725,  The  Westland  Bank  Building, 
10403  W.  Colfax  Avenue,  Lakewood,  Colorado,  80215.777-1 1-6B 
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ASPEN  MUSHROOM  CONFERENCE.  Identification  of  edible, 
poisonous,  and  hallucinogenic  mushrooms.  Treatment  of  mushroom 
poisoning.  Microscopy.  Novice  and  Advanced  courses.  AM  A 
Category  1.  August  13-18,  1978.  Wildwood  Inn,  Snowmass-at- 
Aspen,  Colorado.  Contact:  Beth  Israel  Hospital,  1601  Lowell 
Boulevard,  Denver,  Colorado,  80204.  Call:  (303)  825-2190.  Ex. 
359.  578-1-2B 


DIVORCE?  Change  of  custody?  Modification  of  suppiort?  Lawyer 
Maurice  R.  Franks  has  experience  representing  doctors  in  divorce. 
Attorney  Franks  is  a member  of  the  Bar  of  the  United  States  Supreme 
Court.  Offices  at  Pueblo  Memorial  Airport,  Pueblo,  Colorado 
81001.  Call:  (303)  948-4100.  578-12-3B 

MEDICAL  BOOKKEEPING  AND  INSURANCE  by  persons  with 
42  years  combined  experience  in  field.  Conscientious  and  bondable. 
Will  do  your  books  in  our  office.  Call:  (303)  279-7708  after  6 pm  or 
write:  M.M.  Milmor  Company,  263  Holman  Way,  Golden,  Col- 
orado 80401.  778-21- IB 


HOME  FOR  SALE.  Large  brick,  1919  vintage.  Foyer,  music  room, 
formal  dining  room,  three  bedrooms,  full  finished  basement.  Larger 
than  it  appears.  Hardwood  floors.  New  roof  and  new  furnace.  Off  7th 
Avenue  Parkway,  near  University  of  Colorado  Medical  Center.  1880 
square  foot.  Call:  (303)322-5502  for  further  information.  778-26- IB 


AVAILABLE  FOR  LOCUM  TENENS  immediately.  GP,  board- 
eligible  in  IM.  Colorado  license.  No  obstetrics.  CaO:  (303)  839- 
2468,  Mrs.  Orduser,  during  business  hours.  At  home:  794-5974,  or 
write  Box  778-25-lB,  c/o  Rocky  Mountain  Medical  Journal,  1601 
East  19th  Avenue,  Denver,  Colorado,  80218.  778-25-lB 


Denver 

Pain  and  Health 
Rehabilitation  Center 

oo 


A comprehensive  treatment  program 
for  chronic  pain  patients. 

H.  G.  Whittington,  IVl.  D. 

Director 

3005  E.  16th  Ave.,  Suite  240  Telephone 

Denver,  Colorado  80206  (303)  377-9619 


MISERY  LOVES  COMPANY! 


Sure  exercise  is  hard  work  — especially  by  yourself.  But  when  you  bring  your  friends  to 
Franklin  Street  you'll  also  find  it  economical  because  we  offer  discount  memberships  to 
groups  of  four  or  more. 

And  you'll  even  find  it  fun  because  in  our  fitness  classes  your  energies  will  erupt  to  the 
sounds  of  today's  music  from  our  custom  designed  stereo  system.  And  on  our  racquetball 
courts  you  can  improve  your  game  as  well  as  your  heart  rate.  Or  on  our  rooftop  jogging 
track  you  can  start  training  for  next  year's  marathon.  Plus  we  provide  stress  testing  as  an 
integral  part  of  our  total  fitness  program. 

Come  by  and  bring  a friend.  Better  yet  bring  several.  Or  phone  861-4675  for  further 
information. 
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MILITANTS  VEXED  AT  PRIVACY 
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President  Hails  ‘Great 
Insturnent  of  Peace;’ 
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Social  Security  Bill  Is  Sigm 
Gives  Pensions  to  Aged,  J 


Signs  Certificate  of  Ratification  i 
at  His  Home  Without  | 

Women  Witnesses.  { 


Roosevelt  Approves  Message  Intended  to  Benefit  3 
Persons  When  States  Adopt  Cooperating  Laws-^ 
the  Measure  Tornerstone^ofHis  Economic  Pra 


WASHINGTON,  Au 
The  Social  Security  Bi 
a broad  program  of  ur 
insurance  and  old  a, 
and  counted  upon  to 
20,000,000  persons,  be 
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. . . the  computer 


built  for  doctors 


5^3  The  GES  18  is  a cohfipiete,  inhouse,  clinical  accounts  receivable  computer  ' 


*» 


"L-t 


system.  As  shown,  complete  with  software,  16,000.Potl 
information  contact  Diamond  Microsystems,  Inc.,  Gllbwf«tiiie*™,u^ 

2480  W.  26th  Ave.,  Denver,  CO  80211,  {S0Z)45B-mSTki^f^^^£nY$tQl^i^^ 


With  commercial  lending  that  helps 
companies  grow. 

Any  business,  in  order  to  succeed,  must  have 
the  ability  to  take  advantage  of  changing  market 
conditions  and  growth  opportunities.  When 
there’s  a big  idea,  somebody  has  to  make  it  happen. 

Materials  Handling  Equipment  Company  in 
Denver  came  to  us  with  this  big  idea:  There  was 
a need  for  quick,  professional  response  to  the 
materials  handling  needs  of  companies  through- 
out Colorado.  They  wanted  to  meet  that  need. 

Our  Commercial  Lending  Department  helped 
them  do  it. 

The  problem  was  that  Materials  Handling 
Equipment  Company  needed  capital  to  expand 
from  a small  3-man  firm  into  a large  warehousing 
and  materials  handling  equipment  distribution 
operation.  The  solution  was  expansion  financing, 
being  discussed  above  by  Bob  Patten,  Vice- 
President  (1);  Rod  Shattuck,  Assistant  Vice- 
President,  Colorado  National  Bank  (c);  and  Jack 
Patten,  President  (r). 


Today,  Materials  Handling  Equipment 
Company  not  only  analyzes  and  solves  their 
clients’  problems,  they  provide  the  equipment 
that’s  needed  to  do  the  job.  This  includes  fork- 
lifts, lockers,  shelving,  scales,  hoists,  cranes  and 
any  other  floor  equipment  called  for.  And  they 
have  a complete  inventory  that  allows  Colorado 
businesses  to  count  on  them  to  respond  quickly 
in  a crunch. 

This  is  just  one  example  of  the  kind  of  resources 
and  service  we  offer  to  make  businesses  more 
successful.  We’d  like  to  tell  you  more.  And  we’d 
like  to  hear  your  big  idea. 


Give  us  a call 
at  (303)  893-1862. 

We  make 

big  ideas  happen  with 
commercial  lending. 


Member  FDIC 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 


announces  six  multidisciplinary  courses  for  1978-1979 


These  week-long  continuing  education  courses  are  designed  to  offer  the  practicing  physician  an  opportunity  to 
assess  present  knowledge  and  practice  in  important  areas  of  medicine,  and  to  acquire  new  information  and  skills 
of  practical  use. 


Each  course  consists  of  lectures  covering  topics  of  general  interest  and  a series  of  elective  problem-solving  sessions, 
seminars  and  demonstrations  dealing  in  depth  with  specialized  topics. 

A large  number  of  Stanford  University  School  of  Medicine  faculty  members,  from  various  clinical  and  basic  science 
departments,  will  take  part  in  each  of  these  programs. 


Primary  Care 

October  2-6,  1978,  at  Stanford 

Designed  for  family  and  general  practitioners, 
general  internists,  and  general  pediatricians,  this 
meeting  will  deal  with  the  management  of  pa- 
tients with  problems  commonly  encountered  in 
primary  care.  Tuition:  $290. 

Intensive  Care 

October  30-Noveniber  3,  1978,  at  Stanford 

This  program  will  review  the  current  status  of 
management  principles  and  procedures  applica- 
ble to  critically  ill  and  critically  injured  patients. 
Tuition:  $290. 


Basic  Science  for  Clinicians 

February  26-March  2,  1979,  at  Stanford 

This  comprehensive  review  of  basic  science  is 
designed  to  expand  the  clinician’s  knowledge  of 
molecular  biology.  Tuition:  $290. 

Cancer 

March  26-30,  1979,  at  Stanford 

The  present  knowledge  of  the  pathogenesis  of 
cancer  and  clinical  aspects  of  diagnosis,  classi- 
fication, staging,  and  management  of  malignant 
disorders  will  be  reviewed  in  this  course,  which 
is  intended  for  all  physicians  and  surgeons  who 
deal  with  problems  related  to  neoplastic  disease. 
Tuition:  $290. 


Therapy:  Pinciples  and  Use  of  Drugs 

January  22-26,  1979,  at  Stanford 

This  course,  suitable  for  all  physicians,  will  be 
an  intensive  review  of  the  modern  concepts  of 
drug  action  and  of  the  practical  aspects  of  the 
use  of  a large  variety  of  pharmacologic  agents. 
Tuition:  $290. 


Management  of  the  Surgical  Patient 

Late  April  1979 — date  to  be  announced,  at  Mauna 
Kea  Beach  Hotel,  Kamuela,  Hawaii 

This  course  is  designed  for  all  physicians — both 
surgeons  and  nonsurgeons — who  participate  in 
the  care  of  surgical  patients.  Tuition:  $290;  room 
deposit:  $130;  total:  $420,  payable  to  Stanford. 


The  Postgraduate  Medical  Education  program  at  Stanford  University  School  of  Medicine  is  fully  ac- 
credited by  the  Council  on  Medical  Education  of  the  American  Medical  Association  and  approved  for 
Category  I Credit  toward  the  California  Medical  Association's  Certificate  in  Continuing  Education.  At- 
tendance certificates  are  provided. 


EARLY  APPLICATION  IS  ADVISED  — USE  COUPON  BELOW 


Clip  and  mail  to 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  TC129,  Stanford,  California  94305  / Telephone  (415)  497-5594 

ENROLL  ME  IN  Primary  Care  ($290  enclosed);  Intensive  Care  ($290  enclosed); Therapy  ($290  enclosed); 

Basic  Science  ($290  enclosed);  Cancer  ($290  enclosed);  Hawaii  Course  ($420  enclosed) 

SEND  BROCHURES  ON  Primary  Care;  Intensive  Care;  Therapy;  Basic  Science: 

Cancer;  Hawaii  Course 

NAME Specialty  

Last  First  (please  print) 

ADDRESS 

ZIP Daytime  Phone i 


(Check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE) 


Montrose  Memorial  Hospital 

7TH  ANNUAL  MONTROSE  FALL  CLINICS 

September  29-30,  1978 

Montrose  Memorial  Hospital,  Montrose,  Colorado 

Contact;  Kathy  Holman,  800  South  Third  Street,  Montrose, 
Colorado  81401,  or  Call:  (303)  249-3473 


University  of  New  Mexico  School  of  Medicine 

TRAUMA  UPDATE  1978 

Hilton  Inn  Hotel,  Albuquerque,  New  Mexico 

September  29-30,  1 978 

Contact;  Jerry  M.  Shuck,  MD,  2211  Lomas  Blvd.,  NE,  Al- 
buquerque, New  Mexico  87131 


American  College  of  Physicians 

MEDICAL  KNOWLEDGE  SELF-ASSESSMENT  PROGRAM 
COURSE 

Denver  Hilton  Hotel,  Denver,  Colorado 
October  3-7,  1978 

Contact;  Registrar,  American  College  of  Physicians,  4200 
Pine  St.,  Philadelphia,  Pennsylvania  19104. 


CLINICAL  SPECTRUM  OF  ADULT  HEART  DISEASE 
October  2&-28,  1976 

University  of  New  Mexico  Medical  Center,  Albuquerque, 
New  Mexico 


NEW  MEXICO  POSTGRADUATE  REGIONAL  MEETING 
December  1-2,  1978 

Savage  Auditorium,  Presbyterian  Medical  Center, 
Albuquerque,  New  Mexico 

Contact:  Fred  H.  Hanold,  MD,  1421  E.  Dartmouth  NE, 
Albuquerque,  New  Mexico 


Montana  Medical  Association 

100TH  ANNUAL  MEETING 
Ramada  Inn,  Billings,  Montana 

October  5-7,  1978 


American  Association  of  Foundations  for  Medical  Care 

1978  ANNUAL  SESSION 

Hotel  Del  Coronado,  San  Diego,  California 

October  6-8,  1978 

Contact;  George  Leicht,  445  W.  Acacia  St.,  Stockton, 
California  95201 . 


West  Coast  Society  of  Allergy  and  Immunology 

17TH  ANNUAL  SCIENTIFIC  SESSION 
Jantzen  Beach  Thunderbird,  Portland,  Oregon 

October  12-14,  1978 

Contact;  Ronald  D.  Stevenson,  MD,  5210  SW  Corbett  Av- 
enue, Portland,  Oregon  97201 . 

University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

THIRD  ANNUAL  SYMPOSIUM  ON  VASCULAR  SURGERY 
The  Executive  Tower  Inn,  Denver,  Colorado 

September  25-27, 1978 

Credit:  AMA  Category  1 . 

HOSPITAL  MEDICAL  STAFF  CONFERENCE 
The  Mark,  Vail,  Colorado 

September  25-28,  1978 

Credit;  AMA  Category  1 and  AAFP  prescribed  credit  applied 
for. 

FAMILY  PRACTICE  REVIEW 
Denver,  Colorado 

October  16-21,  1978 

* * ¥ 

HIGH  RISK  INFANT  CARE 
Denver,  Colorado 

October  23-27, 1978 

Credit:  40  hours  AMA  Category  1 credit. 

^ * 


RECENT  ADVANCES  IN  HEMATOLOGY-ONCOLOGY 
March  5-9,  1979 
Aspen,  Colorado 

Credit:  Approved  for  AMA  Category  1 


Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 
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Governor’s  Office  of  Rural  Health 

4'm  ANNUAL  (X>LORADO  RURAL  HEALTH  CONFERENCE 

October  20-21, 1978 

Keystone  Resort,  Keystone,  Colorado 

Contact:  Pam  Avery,  Room  121,  State  Capitol  Building, 
Denver,  Colorado  80202,  or  Call:  (303)  839-2367 


The  American  Association  of  Sex  Educators,  Counselors, 
and  Therapists 

ISSUES  IN  SEXUALITY 

October  21-22,  1978 

Writers’  Manor,  Denver,  Colorado 

Contact:  Mark  Held,  PhD,  8095  East  Prentice  Avenue, 
Englewood,  Colorado  80110 


American  Urological  Association,  Inc. 

PEDIATRIC  UROLOGY 

Fairmont  Hotel,  San  Francisco,  California 

September  28-30,  1 978 

Credit:  Minimum  16  hours  Category  1. 

CONTROVERSIES  IN  CLINICAL  NEUROUROLOGY 
Colonnade  Hotel,  Boston,  Massachusetts 

November  16-18, 1978 

Credit:  Minimum  16  hours  Category  1. 

SOUTHEASTERN  SECTION  POSTGRADUATE  SEMINAR 
New  Orleans  Hilton  Hotel,  New  Orleans,  Louisiana 

December  14-17, 1978 

Contact:  American  Urological  Association,  Inc.,  P.O.  Box 
1129,  Aspen,  Colorado,  81611,  or  Call;  (303)  925-2018. 


The  Children’s  Hospital 

4TH  ANNUAL  BURN  SYMPOSIUM 
Stapleton  Plaza  Motor  Hotel,  Denver,  Colorado 

September  22,  1978 

Contact:  Wm.  Carl  Bailey,  MD,  1 01 0 East  1 9th  Avenue,  405 
Tammen  Hall,  Denver,  Colorado  80218. 


Tablets 

Psrcodan®  ® 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4.50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming),  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caWeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN*-,  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN®  is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN®  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN®  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN®  should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN®  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intraaanial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN®  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN®  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN®  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


€ndo  Inc. 
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' CONSIDERATIONS  FOR 
6RAL  narcotic  analgesic  USE: 


each  yellow,  scored  tablet  contains:  4.50  mg  oxycodone  HCl 
(WARNING;  may  be  habit  forming),  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming),  224  mg  aspirin,  160  mg 
phenacetin,  32  mg  caffeine 


PERCODAN®  is  a registered  trademark  of  Endo  Inc. 


1.  Determine  need 

2.  Prescribe  a rapid- 
acting agent 

3.  Minimize 
potential  risk 


4.  Provide  adequate 
analgesia  with 
minimum  doses 


What  is  causing  pain?  How  is  it  perceived  by 
you  and  your  patient? 

Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 

Prescribe  in  limited  quantities  for  selected 
patients. 

Schedule  II  classification  means  no  refills,  no 
telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 
needs. 

Consider  PERCODAN®  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 


Tablets 

b PERCODAN 


Lovelace  Medical  Center 


The  Mark,  Vail,  Colorado 


MODERN  APPROACHES  TO  THE  ENIGMATIC  PANCREAS 
December  9, 1978 

Airport  Marina  Hotel,  Albuquerque,  New  Mexico 

Credit;  Category  1 AMA 

Contact:  Office  of  Medical  Education,  Lovelace  Medical 
Center,  5400  Gibson  Boulevard  SE,  Albuquerque,  New  Mexico 
87108 

American  College  of  Surgeons 

THE  MANAGEMENT  OF  PATIENTS  WITH  THERMAL 
INJURIES 

December  14-16,  1978 
Denver  Hilton,  Denver,  Colorado 

Credit;  22  hours  Category  1 AMA 

Contact:  John  A.  Boswick,  Jr.,  MD,  4200  East  9th  Avenue, 
Box  C-309,  Denver,  Colorado  80262 


American  College  of  Cardiology 

TENTH  ANNUAL  CARDIOVASCULAR  CONFERENCE 
Snowmass  Resort,  Snowmass,  Colorado 

January  15-19,  1979 

Contact:  Mary  Ann  Mclnerny,  American  College  of  Cardiol- 
ogy, Division  of  Continuing  Education,  9650  Rockville  Pike, 
Bethesda,  Maryland  20014. 


Beth  Israel  Hospital 

4TH  ANNUAL  VAIL  FAMILY  PRACTICE  CONFERENCE 
February  10-17,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

*** 

2ND  ANNUAL  VAIL  UROLOGY  CONFERENCE 

February  10-17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 . 

* ★ ★ 

5TH  ANNUAL  VAIL  OB/GYN  CONFERENCE 
February  17-24,  1979 


Credit:  AMA  Category  1 

3f.3f.3f. 

4TH  ANNUAL  VAIL  PSYCHIATRY  CONFERENCE 

February  17-24,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

3f.3(.3f. 

1ST  ANNUAL  VAIL  EMERGENCY  MEDICINE  /CRITICAL 
CARE  CONFERENCE 

February  17-24,  1979 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

3f.3f.3f. 

9TH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE 
February  24  to  March  3,  1 979 

Aspen  Institute  for  Humanistic  Studies,  Aspen,  Colorado 

Credit:  AMA  Category  1 

3f.3f.3f. 

2ND  ANNUAL  VAIL  CANCER  CONFERENCE 
March  3-10,  1979 

Credit:  AMA  Category  i 

* ★* 

1ST  ANNUAL  VAIL  SPORTS  MEDICINE  CONFERENCE 
March  3-10,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

*** 

4TH  ANNUAL  VAIL  GENERAL  SURGERY  CONFERENCE 

March  10-17,  1979 

The  Mark,  Vail,  Colorado 

Credit:  AMA  Category 

*★* 

1ST  ANNUAL  VAIL  GERONTOLOGY  CONFERENCE 

March  10-17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 
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3TH  ANNUAL 

VAIL  MIDWINTER  CANCER  SEMINAR 

Sponsored  by: 

American  Cancer  Society,  Colorado  Division,  Inc. 

anuary  24-26,  1979  Vail  Village  Inn 

Vail,  Colorado 

ADVANCES  IN  EARLY  DETECTION  AND  TREATMENT  IN  FEMALE 

GENITAL  CANCERS 


Guest 

tilbert  H.  Fletcher,  M.D. 
lead,  Department  of  Radiotherapy 
I.D.  Anderson  Hospital 
louston,  Texas 

igar  L Makowski,  M.D. 
rofessor  & Chairman  of  Obstetrics 
& Gynecology 

niversity  of  Colorado  School  of  Medicine 
enver,  Colorado 

Ilian  P.  Smith,  M.D. 

rofessor.  Department  of  Gynecology 

& Obstetrics 

irector  of  Division  of  Gynecologic 
Oncology 

:^ayne  State  University  School  of  Medicine 
etroit,  Michigan 


Faculty  Includes: 

E.  Stewart  Taylor,  M.D. 

Clinical  Professor  & Former  Chairman 
of  Obstetrics  & Gynecology 
University  of  Colorado  School  of  Medicine 
Denver,  Colorado 

George  E.  Thome,  M.D. 

Chief  of  Dermatology,  Veterans 
Administration  Hospital 
Assistant  Professor,  University  of 
Colorado  School  of  Medicine 
Denver,  Colorado 

J.  Donald  Woodruff,  M.D. 

Professor,  Obstetrics  & Gynecology 
Johns  Hopkins  University  School  of 
Medicine 

Baltimore,  Maryland 


PROGRAM  INFORMATION 

)r  physicians  in  Family  Practice  and  OB-GYN  as  well  as  other  involved  specialties. 

'nphasis  on  early  detection  in  office  practice,  new  diagnostic  technics,  principles  of  staging  and  current  modes  of  therapy.  Panel 

I jcussions  and  case  presentations  will  highlight  the  Seminar,  with  reports  on  the  latest  advances  in  management  of  cancers  of  the 
’ Iva,  cervix,  uterus,  and  ovary. 

hening  sessions  starts  at  4:30  p.m.  on  Wednesday,  January  24, 1979.  Sessions  on  Thursday,  January  26,  and  Friday,  January 
: , are  from  7:30  to  9:30  a.m.,  and  from  4:30  to  6:30  p.m.,  clearing  time  to  enjoy  Vail’s  famous  winter  sports. 

)DTEL  ACCOMMODATIONS  ARE  AT  A PREMIUM  DURING  THE  PEAK  OF  THE  SKI  SEASON.  In  the  event  Vail  Village  reaches 
Ipacity,  every  effort  will  be  made  to  place  attendees  in  other  hotels  or  condominiums  in  Vail  or  close  proximity.  Special  rates  will 
It  be  available.  Many  hotels  require  a one  week  stay  with  a minimum  deposit  of  two  nights  room  rate. 

i'  n credit  hours  of  continuing  medical  education  have  been  applied  for  in  the  following  categories:  Category  One  of  the  Physician’s 

II  cognition  Award  of  the  AMA — AAFP-— AOA. 

^ r further  information  regarding  this  conference,  please  call  the  American  Cancer  Society  at  (303)  321-2464 . 

I 

I 

I for  1978 
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If  you’ve  been  prescribing 
pentobarbital  or 
secobarbital  for  insomnia, 
there’s  good  reason 
to  reconsider. 


More  effective  than 
secobarbital 
through  14  nights  of 
administration...^’^ 

In  two  separate  sleep  laboratory  smdies,i  secobarbital 
100  mg  was  found  to  lose  much  of  its  initial  hypnotic 
elfea  in  insomniac  subjects  within  a two-week 
administration  period.  Dalmane®  (flurazepam  HCl), 
however,  has  been  proved2  to  remain  effective  for  both 
inducing  and  maintaining  sleep  at  the  end  of  two 
weeks,  with  the  usual  adult  dosage  (30  mg  h.s.). 

Elderly  and  debilitated  patients  should  receive  15  mg 
initially,  to  help  preclude  oversedation,  dizziness 
or  ataxia. 


tive  ineffectiveness  of  pentobarbital  was  established 
after  only  two  weeks.3  Dalmane,  however,  remained 
effective  not  only  for  14  nights,  but  for  28  nights  in 
chronic  insomniacs,3>4  without  increasing  dosage  from 
night  to  night.  Prolonged  administration  of  Dalmane 
is  seldom  necessary,  but  when  it  is,  periodic  blood 
counts  and  Ever  and  kidney  function  tests  should  be 
performed. 


And  more  eflfective  than  pen- 
tobarbital through  28  nights  of 


administration.  .M 

In  an  original  study  designed  to  evaluate  hypnotic 
effectiveness  for  28  consecutive  nights  of  use,  the  rela- 


More proven  safety  benefits 
for  your  patients  than 
barbiturates... 

specific  safety  benefits  not  shared  by  barbiturate  hyp- 
notics: Dalmane  (flurazepam  HCl)  may  be  used  in 
patients  on  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  has  been  reported.5.6 
And  Dalmane  has  been  proved  not  to  interfere  chemi 
cally  with  many  common  laboratory  tests.7-9  (Alter- 
ations have  been  reported  due  to  pharmacological 
effects;  see  Adverse  Reactions  section  of  complete 
product  information.) 


Dalmanefflurazepam  HCl 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of  efficacy  and  safeiy 


lore  prescribing  Daimane  (flurazepam  HCl),  please 
nsult  complete  product  information,  a summary  of 
lich  follows: 

dications:  Effective  in  all  types  of  insomnia  characterized 
difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
d/or  early  morning  awakening;  in  patients  with  recurring 
omnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
iations  requiring  restful  sleep.  Since  insomnia  is  often 
nsient  and  intermittent,  prolonged  administration  is  gener- 
/ not  necessary  or  recommended. 

ntraindications:  Known  hypersensitivity  to  flurazepam 

irnings:  Caution  patients  about  possible  combined  effects 
h alcohol  and  other  CNS  depressants.  Caution  against 
iardous  occupations  requiring  complete  mental  alertness 
operating  machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
nancy. Daimane,  a benzodiazepine,  has  not  been 
studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 
use  during  this  period  should  almost  always  be 
avoided.  Consiuer  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant. 

^ t recommended  for  use  in  persons  under  15  years  of  age. 

1 3ugh  physical  and  psychological  dependence  have  not  been 
; orted  on  recommended  doses,  use  caution  in  administering 
addiction -prone  individuals  or  those  who  might  increase 
iiage. 

•^cautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
t ng  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
« jr  potential  additive  effects  with  other  hypnotics  or  CNS 

I )ressants.  Employ  usual  precautions  in  patients  who  are 
j erely  depressed,  or  with  latent  depression  or  suicidal 

( dencies.  Periodic  blood  counts  and  liver  and  kidney  func- 

I I tests  are  advised  during  repeated  therapy.  Observe  usual 
J cautions  in  presence  of  impaired  renal  or  hepatic  function. 

1 rerse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 

> igering,  ataxia  and  falling  have  occurred,  particularly  in 
i ;rly  or  debilitated  patients.  Severe  sedation,  lethargy, 
i mentation  and  coma,  probably  indicative  of  drug  intoler- 
e or  overdosage,  haveheen  reported.  Also  reported:  head- 
i|  e,  heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea, 

- stipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 


sion, irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukcmenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath,  pruritus,  skin  rash, 
dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initiafiy  until  response 
is  determined. 

Suj^plied:  Capsules  containing  15  mg  or  30  mg  flurazepam 


References: 

1.  Kales  A,  et  ah  Clin  Pharmacol  Ther  20:  541-545,  Nov  1976 

2.  Kales  A,  et  al:  Clin  Pharmacol  Ther  79:576-583,  May  1976 

3.  Kales  A,  et  al:  Clin  Pharmacol  Ther  78:356-363,  Sep  1975 

4.  Dement  WC,  Guilleminault  C,  Zarcone  V:  Progress  in  clinical 
sleep  research.  Scientific  exhibit  at  the  American  Medical  Asso- 
ciation, Atlantic  City  NJ,  Jun  14-18,  1975 

5.  Robinson  DS,  Amidon  EL:  Interaction  of  benzodiazepines 
with  warfarin  in  man,  in  The  Benzodiazepines,  edited  by 
Garattini  S,  Mussini  E,  Randall  LO.  New  York,  Raven  Press, 
1973,  p.  641 

6.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

7.  Moore  JD,  Weissman  L:  / Clin  Pharmacol  76:241-244,  May- 
Jun  1976 

8.  Spiegel  HE:  Data  on  file.  Medical  Department,  Hoffmann- 
La  Rocne  Inc.,  Nutley  NJ 

9.  Kaplan  SA,  et  al:  J Phann  Sci  62: 1932-1935,  1973 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


Modular  System  and  Microprocessor  Control  Intro- 
duced 


G.D.  Searle  & Co.  has  brought  out  a new  computerized 
operator’s  console  which  is  the  first  in  nuclear  medicine  to 
introduce  microprocessor  technology  as  an  integrated  ele- 
ment. The  console  combines  camera  controls  and  com- 
puterized data/image  processing  controls  in  one  easy  to  op- 
erate unit,  making  possible  an  offering  of  both  static  and 
dynamic  nuclear  scan  studies  of  bone,  brain,  liver,  kidneys 
and  other  organs. 


DuPont  Automated  Sample  Processor  Shown 

The  "Prep”  1 automated  sample  processor  for  clinical 
laboratory,  which  automatically  and  selectively  extracts 
and  concentrates  either  lipophilic  or  selected  hydrophilic 
materials  from  body  fluids,  can  prepare  from  one  to  12 
samples  at  any  time.  Centrifugally -based,  microprocessor- 
controlled,  the  bench  top  instrument  standardizes  what  has 
been  a lengthy,  complex,  manual  procedure. 


SRI  Diagnostic  Device  Introduced 

SRI  International,  independent,  nonprofit  organization, 
formerly  the  Stanford  Research  Institute,  which  performs 
contract  research  for  business  and  government  on  a 
worldwide  basis,  has  developed  an  artery  imaging  system 
meant  specifically  for  viewing  the  carotid  artery  in  the  neck 
in  diagnosis  of  artherosclerosis. 


New  ECG  Monitor/Recorder  Produced 
GulfAVestem  has  developed  an  ECG  recorder  to  be  used 
with  the  GAV  Model  4600-B  Cardio- Teach  TM  Heart  Rate 
Monitor,  a fully  modular  system  which  serves  as  an  alterna- 
tive for  routine  patient  monitoring  including  stress  testing. 
All  units  are  battery  operated  and  rechargeable  from  either 
standard  AC  or  12-volt  DC  automotive  source. 


First  Diphosphonate  Introduced 

First  oral  therapy  for  treatment  of  symptomatic  Paget’s 
disease  of  bone  (osteitis  deformans),  Didronel,  (etidronate 
disodium),  has  been  introduced  by  Procter  and  Gamble.  Also 
called  EHDP,  it  represents  a new  class  of  pharmacologic 
agent.  Didronel  retards  Paget’s  disease  by  slowing  the  rapid 
rate  of  bone  turnover  characteristic  of  the  disease. 


Liquid  Chromatography  Systems  Offered 

Suitable  for  either  routine  sample  analysis  or  research, 
the  DuPont  850  Liquid  Chromatograph  for  clinical 
laboratories  is  a microprocessor-controlled  system,  which 
separates  the  sample  into  component  parts.  The  860-LC  is  a 
lower-cost  liquid  chromatograph  designed  for  routine  sep- 
arations and  analyses. 
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Tablets 

PERCOCET-S  d 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison’s 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET®-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required. 

PERCOCET®  is  a U.S.  registered  trademark  of  Endo  Inc, 

&ick>  Inc. 

Manati.  Puerto  Rlco(X)701 
Subsidiary  of  Endo  Laboratories,  Inc 
Subsidiary  of  the  CXiPont  Company 

EtX)-357E678 


SOME  PEOPLE 

c:an  tolerate  anyd 


* Each  tabletlilnji^ins  5 mg^^cycodojm,tiQI  May  be  habit  fQfrn'^.^,  . , 

, 

□ indicated  for^oderate  to  moderatiely,  severe^plm'^ 

□ contains  well-tolerated  ^tetaminopKen  ^ ' 

□ provides  the  effective  analgesia  of  oxycodone^^ 

m er'^tr^fr  ^■<1 


V ' *'*  *\' 


□ scored  tablet  perrttit|^^finer  titration^ 
; '-<♦  □ convenient,  econoqj.icakq6h  dosage 


Pleas'e^see  oprosrte  pag&for  brief  sammary  of  prescribing  information. 

E BETTMANN  ARCHIVE^  «.<  ..•  ^ 
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Iblinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 
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EDITORIALS 


C^ynicism  is  unpopular  these  days — as  repug- 
nant socially  as  it  is  unattractive  in  one’s  teen- 
agers or  spouse.  Yet  it  may  be  an  indispensable 
survival  tool  in  this  age  of  PR  expertise  exploit- 
ing the  instant  (and  unavoidably  superficial) 

media.  A cynic,  ob- 
served H.L.  Mencken,  is 
a man  who,  when  he 
smells  flowers,  looks 
around  for  the  coffin. 
Cynicism,  according  to  Lillian  Heilman,  is  an 
unpleasant  way  of  saying  the  truth. 

A keen  edge  of  skepticism  is  needed  when 
would-be  opinion  molders  become  facile  with 
labels,  the  meanings  of  which  can  be  shaded  by 
context  amid  a social  climate  of  inconsistencies. 
President  Carter  in  his  populist  role  smears 
lawyers  and  doctors  as  self-serving  anathemas 
to  the  public  weal,  especially  when  they  act  in 
professional  unison~he  omits  censure  from  on 
high  of  labor  voting  blocs  and  Party  loyalists. 
From  the  Supreme  Court’s  (admittedly  states- 
manlike) waffling,  we  know  now  that  racial 
quotas  are  a no-no,  but  that  favorable  bias  for 
affirmative  action  objectives  is  blessed. 

Still,  everyman  has  less  to  fear  from  overt 
political  and  legal  paradoxes  than  he  has  from, 
having  his  opinions  subliminally  infiltrated  by 
catchy  labels  with  expediently  metamorphosed 
meanings.  Labels  painlessly  injected  require  no 
persuasion  or  proof  of  their  validity:  res  ipsa 
loquitur!  (A  bit  of  Latin  lore  we  have  learned 
from  our  plaintiff  attorney  friends.) 

Take,  for  example,  some  terms  from  the  lexi- 
con of  HMO,  that  federally  subsidized  champion 
for  "cost-containment”  in  pursuit  of  "wellness” 
and  allegedly  cheaper.  We  anticipate  from 
HMO  methodology  some  etymologic  shifts  with 
subtle  value-judgements  attached: 

•"Consumer”  (formerly,  "patient”):  likely  to 
be  stigmatized  as  a USER,  should  he  seek 
third-party  benefits;  and 


•"Provider”  (formerly,  the  treating  physi- 
cian): readily  suspect  among  his  co-invested 
peers  as  a PUSHER,  should  his  diagnostic  en- 
thusiasm exceed  "usual  and  customary”  norms. 

Conversely,  virtue  shall  enshroud  the  healthy 
group  subscriber  who  neither  needs  nor  de- 
mands a CT-scan,  as  well  as  the  conservative 
healer  who  is  long  on  art  and  short  on  science. 
Of  such  stuff  is  a healthy  HMO  kitty  assured, 
and  maximum  "cost-containment”  too — -bar- 
ring, of  course,  such  later  nuisances  as  mis- 
diagnosis suits  or  delayed  treatment  (which 
could  shrink  the  kitty).  That  healthy  subscriber 
will  be  as  sought  after  by  rival  HMD’s  as  is  the 
steady  loser  in  blackjack  by  rival  Las  Vegas 
casinos. 

We  do  not  gainsay  the  merit  of  trying  alterna- 
tive technics  of  health-care  delivery  for  objec- 
tive assessment  of  effectiveness:  HMO,  IPA, 
PSRO,  HSA,  UR  and  other  acronyms  to  come. 
But  in  guarding  our  professional  integrity  we 
must  remain  alert  to  seduction  by  manipulated 
conflict  of  interest  between  excellence  of  patient 
care  vs.  harsh  pressures  of  politico-economics. 
Can  individual  integrity  and  organized 
medicine’s  ethics  assure  high  standards  of  care 
despite  government  preoccupation  with  cost 
and  tempting  schemes  of  corporate  income- 
sharing?  We  think  so  . . . 

• ...  if  issues  are  open  and  recognized  by 
public  and  professional; 

• ...  if  the  consumer  has  genuine  and  hon- 
estly presented  alternative  choices  of  health 
care  systems  available  (without  obfuscation, 
without  artificial  penalties  for  those  non-sub- 
sidized); 

• ...  if  the  physician  is  not  distracted  from 
primary  responsibility  to  his  (voluntary)  pa- 
tient by  over-regulation  imposed  by  carriers 
and  government. 


Warning: 
Semantics  Can 
Endanger 
Medkine 
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Space  permitting,  a few  cynical  quotations 
may  evoke  welcome  letters  to  the  editor*,  if 
even  our  text  does  not: 

Greek  proverb:  "First  secure  an  independent 
income,  then  practice  virtue.” 

Mark  Twain:  "An  ethical  man  is  a Christian 


^i^o  make  a mountain  disappear  is  no  small 
feat — to  make  an  entire  range  vanish  is 
noteworthy. 

Auto  drivers  of  Denver  and  other  Rocky 
Mountain  Cities  have  managed  this  with  a flip 
of  the  ignition  switch. 
Where  Have  All  That  brown  cloud  which 
the  Mountains  envelops  largp  cities 

Qong?  many  days  each  year 

completely  obliterates 
one’s  view  of  the  snowcapped  peaks.  This  visual 
aspect  epitomizes  the  health  problem  in  a broad 
sense  of  "Health”  definition. 

Far  more  disturbing  is  an  array  of  respiratory 
and  other  systemic  effects  engendered  by  living 
at  the  bottom  of  this  airborne  "lake  of  chemi- 
cals.” Its  basic  ingredients  are  spewed  out  of 
exhausts  at  peak  traffic  hours,  and  ironically 
our  most  welcome  friend,  the  sun,  produces  the 
photochemical  ingredient  to  change  exhaust 
products  into  the  smog  cloud.  Denver  and  other 
Rocky  Mountain  regional  cities  have  a signifi- 
cant number  of  days  with  temperature  inver- 
sion, particularly  in  Fall  and  Winter,  and  thus 
we  are  stuck  with  our  smog  for  days  at  a time 
until  surface  warming  and  welcome  breezes  ar- 
rive to  clear  the  air. 

The  main  pollutants  of  concern  presently  in- 
clude carbon  monoxide,  particulates,  oxidants, 
nitrogen  oxides,  and  sulfur  oxides.  Many  more 
may  become  important  as  our  knowledge  of  the 
specialty  of  environmental  medicine  broadens. 
Residents  of  our  Rocky  Mountain  region  have  a 
unique  problem;  many  cities  are  at  a considera- 

★ 

As  our  editorial  positions  become  more  stridently  opinionated,  we  welcome  letters  of 
comment  to  the  editor,  for  publication  if  authorized  and  signed.  If  the  writer  is  not  to  be 
identified  on  publication,  please  mark  envelope  “Personal"  and  so  instruct. 


holding  four  aces.” 

Anonymous  bureaucrat:  "A  statesman  is  a 
politician  who  didn’t  get  caught.” 

Sen.  Alben  Barkley:  "A  bureaucrat  is  a Demo- 
crat holding  a job  desired  by  a Republican.” 


ble  altitude,  and  their  residents  live  with  slight 
hypoxemia.  It  is  not  comforting  to  think  of  addi- 
tional hemoglobin  "tied  up’’  with  carbon 
monoxide. 

An  immediate  solution  would  be  for  everyone 
to  stop  driving  autos:  the  effect  of  this  is  evident 
on  Holidays  and  Sundays  when  air  is  clear  and 
mountains  are  visible.  However,  life  cannot 
come  to  a standstill  every  day,  and  people  and 
supplies  must  be  transported  from  one  place  to 
another. 

We  must  make  alterations  in  our  lifestyles.  It 
is  not  feasible  at  this  time  for  all  physicians  to 
accomplish  all  of  their  transportation  needs  on 
RTD  buses  or  bikes,  and  thus  we  have  to  turn  to 
taming  the  auto.  Buying  smaller  autos  and 
autos  with  advanced  pollution  control  designs 
will  help.  As  autos  are  delivered  from  the  fac- 
tory with  better  air  pollution  controls  the  brown 
cloud  should  lessen. 

Supporting  legislation  toward  less  pollution 
will  be  of  tremendous  benefit.  Compliance  with 
the  new  state  laws  requiring  inspection  of  vehi- 
cles on  a regular  basis  can  assure  still  more 
improvement  of  air  quality. 

A measurable  effect  on  air  pollution  would  be 
made  by  increased  use  of  public  transportation 
for  sports,  musical  and  theatrical  events,  and 
museum-going.  Within  five  to  nine  years  there 
can  be  measurable  and  observable  improve- 
ment in  air  quality  if  these  ideas  are  pursued. 

In  the  meantime,  unless  one  of  our  readers 
can  come  up  with  a better  solution  we  may  have 
to  put  up  with  vanishing  mountains. 

David  L.  Kelble,  MD 
Associate  Scientific  Editor 
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Motivation  in  retirement  years 


Carl  W.  Tempel,  MD,  Major  General,  USA-Ret.,  Denver,  Colorado* 


Introduction 

In  his  poem  entitled  "Retirement,”  composed 
in  1782,  the  English  poet  William  Cowper 
wrote: 

Tis  easy  to  resign  a toilsome  place. 

But  not  to  manage  leisure  with  a 
grace; 

Absence  of  occupation  is  not  rest, 

A mind  quite  vacant  is  a mind  dis- 
tress’d.^ 

Cowper  was  but  one  of  the  eminent  writers  of 
the  past  who  discussed  the  serious  effects  of 
idleness  during  retirement  years.  Perhaps  the 
most  fascinating  report,  entitled,  "Essay  on  Old 
Age”  (De  Senectute),  was  written  by  Cicero  in 
50  B.C.  This  good  advice  of  2000  years  ago  is 
still  valid  today.  In  addition  to  lauding  the  vir- 
tues of  moderation  in  food  and  drink,  approp- 
riate physical  exercise  and  adequate  rest,  he 
wrote:  "Nor,  indeed,  are  we  to  give  our  attention 
solely  to  the  body;  much  greater  care  is  due  the 
mind  and  soul;  for  they,  too,  like  lamps,  grow 
dim  with  time,  unless  we  keep  them  supplied 
with  oil  . . .”  "Intellectual  activity,”  he  added, 
"gives  buoyancy  to  the  mind.”^ 

Physicians  have  long  recognized  these  facts, 
as  well  as  other  personal  or  human  factors 
which  influence  the  application  of  activities  in 
retirement  years.  Obviously  this  period  in  life 
has  a greater  potential  for  being  happy  and  re- 
warding if  the  retiree  enjoys  the  advantages  of 


Dr.  Tempel  is  fonner  Oiief  of  Medicine  and  Commander.  Fitzsimons  General  Hospital, 
Denver,  Colorado;  Clinical  Professor  of  Medicine,  Emeritus,  University  of  Colorado 
Medical  Center;  Consultant  in  Tuberculosis  Control,  Volunteer  Staff,  Colorado  Depart- 
meat  of  Health,  and  Denver  General  Hospital. 


good  health,  monetary  support,  and  the  benefits 
of  education  and  training.  These  resources  and 
the  usual  activities  selected  {e.g.,  physical,  in- 
tellectual, cultural,  religious,  social,  recrea- 
tional, and  use  of  special  talents)  may  go  for 
naught,  however,  unless  one  is  willing  to  accept 
the  personal  obligation  to  use  them  approp- 
riately. This  is  a health  matter  of  considerable 
importance  in  retirement  years  and  worthy  of 
special  attention. 

Role  of  Motivation  in  Successful  Retirement 
Plans 

Making  the  most  of  ones  best  is  a matter  of 
human  choice,  and  for  this  retirees  must  have 
the  motivation  to  (1)  live  an  active  and  useful 
life,  (2)  persevere  in  spite  of  handicaps,  (3)  re- 
main committed  to  viable  dreams  and  goals,  (4) 
maintain  the  buoyancy  of  mind  to  cope  with 
change  and  to  reduce  the  danger  of  mental  de- 
terioration from  disuse  atrophy  and  aging,  (5) 
improve  upon  the  quality  of  life  by  increasing 
intellectual  and  spiritual  resources,  and  (6)  re- 
place doubts  with  positive  thinking  and  op- 
timism, remembering  as  James  Russell  Lowell 
once  said,  "The  misfortunes  hardest  to  bear  are 
those  which  never  come.”^ 

To  be  realistic,  it  should  be  added  that  moti- 
vation cannot  be  acquired  easily  or  maintained 
without  self-discipline.  Marcus  Aurelius  recog- 
nized this  almost  2000  years  ago  when  he  wrote 
these  words  for  his  followers  in  Meditations:  "In 
the  morning  when  thou  risest  unwillingly,  let 
this  thought  be  present — I am  rising  to  the  work 
of  a human  being.  Why  then  am  I dissatisfied  if  I 
am  going  to  do  the  things  for  which  I exist  and 
for  which  I was  brought  into  this  world?  Or  have 
I been  made  for  this,  to  lie  in  the  bed  clothes  and 
keep  myself  warm?”'*  In  a similar  vein,  Charles 
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Kingsley,  English  novelist  and  clergyman,  gave 
this  advice:  "Thank  God  every  morning  when 
you  get  up  that  you  have  something  to  do  that 
day  which  must  be  done,  whether  you  like  it  or 
not.”®  Those  in  good  health  who  neglect  well 
laid  plans  and  cherished  dreams  may  have  little 
to  inspire  a continued  interest  in  retired  life. 
The  capability  for  various  activities  originally 
selected  may  change  through  the  years  but  the 
importance  of  adding  new  projects  of  absorbing 
interest  is  of  the  essence.  Those  who  end  their 
days  in  this  old  world  while  striving  to  attain 
new  goals  prove  to  be  the  happiest  retired 
people  in  their  later  years. 

Retirees  who  have  looked  forward  to  "leaving 
it  all  behind  to  go  fishing,”  or  "just  taking  it 
easy,”  usually  find  out  rather  quickly  that  this 
alone  is  not  very  satisfying  or  rewarding.  Not 
being  islands  unto  ourselves,  improvement  in 
the  quality  of  life  is  not  limited  to  self-interest 
and  needs.  Life’s  purpose  is  not  well  served  un- 
less some  inner  drives  and  energies  are  chan- 
neled to  meaningful  pursuits  outside  of  self. 
Many  retirees  find  this  possible  in  part-time 
employment  while  still  others  enrich  their  lives 
in  voluntary  activities.  What  is  required,  how- 
ever, is  motivation  for  useful  activities  with  in- 
dividual, family  and  community  interests  in 
mind. 


Summary 

Idleness  in  retirement  years  fosters  intros- 
pection, undue  concern  for  health,  depression, 
and  in  its  extremes  may  lead  to  a loss  of  hope. 
Our  nursing  homes  for  the  elderly  and  retire- 
ment communities  already  contain  too  many 
idle,  lonely,  and  dependent  individuals  who 
have  given  up  on  their  own  resources  and  wait 
hopelessly  for  the  end.  Considering  the  fact  that 
the  present  population  of  33  million  Americans 
age  60  and  older  is  expected  to  soar  to  71  million 
by  the  year  2035,  the  magnitude  of  the  problem 
for  our  society  as  a whole  becomes  apparent.® 
Health,  welfare,  and  other  government  agen- 
cies should  not  be  expected  to  replace  individual 
and  family  responsibility  in  the  solution. 

Encouraging  individuals  to  remain  active, 
useful,  self-reliant,  and  independent  in  retire- 
ment years  as  long  as  possible  is  important, 
therefore,  for  two  reasons;  (1)  for  improving 
upon  the  quality  of  life  for  retirees,  and  (2)  for 
the  welfare,  economy  and  future  of  our  country. 
With  good  mental  health,  spiritual  support,  and 
the  ability  to  adjust  to  physical  handicaps  when 
present,  most  retirees  should  be  able  to  improve 
upon  and  extend  the  golden  years  of  life  if  prop- 
erly motivated.  A formula  to  help  accomplish 
this  worthwhile  goal  is  the  burden  of  this  re- 
view. • 
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Disseminated  breast  cancer* 

Current  Responses  to  Cytotoxic  Drugs 


H.J.  Sannan,  MD,  Wayne  Ruby,  Solomon  Garb,  MD, 
Michel  Bograd,  MD,  and  Samuel  Levine,  MD, 

Lakewood,  Colorado 


Introduction 

In  1977  there  were  an  estimated  89,000  new 
cases  and  33,700  deaths  from  breast  cancer 
among  American  women.  Though  it  is  true  that 
very  early  detection  and  treatment  of  breast 
cancer  when  still  localized  contribute  substan- 
tially to  its  cureability,  once  the  disease  has 
metastasized  to  regional  and  distant  sites,  the 
prognosis  diminishes  considerably. 

Chemotherapy,  sometimes  combined  with 
radiotherapy,  is  the  major  form  of  treatment  of 
disseminated  breast  cancer.  Ablative  endocrine 
gland  surgery  is  also  used  in  some  cases. 
Cytotoxic  drugs  have  been  employed  as  both 
single  agents  and  in  a variety  of  combinations. 

This  review  is  designed  to  assess  the  value  of 
chemotherapy  in  the  management  of  dissemi- 
nated breast  cancer. 

Single  Agents 

Table  I lists  the  results  reported  for  non-hor- 
monal  chemotherapeutic  agents  used  singly.^ 
The  alkylating  agents  nitrogen  mustard  (Mus- 
targen),  chlorambucil  (Leukeran),  cyclophos- 
phamide (Cytoxan),  melphalan  (L-PAM  or 
Alkeran),  thio-tepa,  and  the  antimetabolites 
fluorouracil  (5-FU),  methotrexate  (Amethopte- 
rin),  6-mercaptopurine  (6-MP),  cytosine 

H.J.  Sannan,  MD,  is  Director  of  Protocol  Studies  and  Continuing  Education,  AMC- 
Cancer  Research  Center  and  Hospital,  Lakewood,  Colorado.  The  following  are  also  at  the 
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Reprints  are  available  from  H.J.  Sannan,  MD,  Director  of  Protocol  Studies,  AMC  Cancer 
Research  Center  and  Hospital,  6401  West  Colfax  Avenue,  Lakewood.  Colorado  80214. 
(303)233-6501.  !n  addition,  complete  listing  of42  references  is  available  from  Dr.  Sannan. 


arabinoside  (ARA-C),  and  hydroxyurea  induce 
PR+CR  (partial  and  complete  responses)  rang- 
ing from  9 to  35%,  the  highest  occurring  with 
cyclophosphamide,  nitrogen  mustard  and 
methotrexate;  the  lowest  with  cytosine 
arabinoside,  6-mercaptopurine,  and  hyd- 
roxyurea. The  mitotic  inhibitors  vincristine 
(Oncovin)  and  vinblastine  (Velban)  and  the 
random  synthetic  drugs,  nitrosureas, 
hexamethymelamine,  and  dibromodulcitol, 
produce  equal  remissions  among  themselves, 
but  generally  not  equal  to  that  of  single  alkylat- 
ing agents  or  antimetabolites. 

Of  all  the  single  agents  employed,  the  anti- 
tumor antibiotics.  Doxorubicin  (Adriamycin) 
and  mitomycin  C (Mutamycin),  have  shown  the 
greatest  remission  rates,  especially  adriamy- 
cin. A study  by  the  Southwest  Oncology  Group 
has  shown  a response  rate  of  39%  ^ with  ad- 
riamycin as  a single  agent.  However,  the  me- 
dian duration  of  response  is  less  than  half  of 
that  obtained  with  combination  chemotherapy. 
Both  adriamycin  and  mitomycin  C have  limit- 
ing toxicity  factors  which  can  lead  to  irrevers- 
ible complications  when  recommended  dosages 
are  exceeded. 

Combinations  of  Single  Agents 

By  combining  single  drugs  which  are  active 
when  used  alone  and  are  synergistic  biochemi- 
cally, each  with  a different  mechanism  of  action 
and  whose  toxicity  involves  different  organ  sys- 
tems occurring  at  different  times  after  ad- 
ministration in  brief  repeated  courses,  a variety 
of  combination  drug  protocols  have  been  de- 
veloped. In  clinical  trials  to  date,  approximately 
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doubled  P^pr+CR  rate  and  survival  times  are 
found  compared  to  single  agents. 

Greenspan^  was  one  of  the  first  investigators 
in  breast  cancer  to  explore  the  potential  benefits 
of  multiple  drug  chemotherapy,  combining 
methotrexate  with  thio-tepa.  The  response  rate 
was  double  that  of  either  drug  used  by  itself.  In 
1966,  Greenspan'*  followed  with  another  combi- 
nation protocol,  using  three  cytotoxic  com- 
pounds and  two  hormonal  compounds.  A higher 
response  rate  was  found  with  the  5-drug  regi- 
men, but  the  median  survival  time  and  the  me- 
dian duration  of  response  were  the  same  as 
found  with  the  2-drug  regimen  (62%  vs.  81% 
respectively). 


Five  Drug  Combinations 

In  1969,  Dr.  R.G.  Cooper  of  the  Buffalo  Medi- 
cal Group®  reported  results  employing  the  com- 
bination protocol  of  cyclophosphamide,  vincris- 
tine, methotrexate,  fluorouracil,  and  pre- 
dnisone (COMFP).  His  study  of  60  hormone  re- 
sistant patients  yielded  an  objective  remission 
in  54  or  90%.  Since  Cooper’s  original  report,  at 
least  14  different  investigators  and  groups  have 
reported  their  results  with  this  same  5-drug 
combination,  although  with  variations  in  dose, 
scheduling,  and  case  requirement.  As  can  be 
seen  in  Table  2,  response  rates  have  ranged 
between  27%  and  68.8%  with  the  median  dura- 
tion of  response  varying  considerably  (5.3 
months  to  10  months).  Considering  the  total  of 
820  patients,  417  or  50.3%  have  responded  ob- 
jectively. It  must  be  emphasized  that  only  two 
factors  are  constant  in  Table  2.  All  patients  had 
disseminated  breast  cancer  and  all  were  ad- 
ministered the  5-drug  combination.  Of  signifi- 
cance is  the  improvement  of  results  when  the 
5-drug  combination  is  administered  at  weekly 
intervals  as  opposed  to  longer  intervals  of  3-4 
weeks  between  courses.  Thus,  randomized 
studies  compared  the  weekly  administration 
schedule  with  an  intermittent  scheduling. 
Hoogstraten^,  reporting  the  results  of  the 
Southwest  Oncology  Group,  found  a 59%  re- 
sponse rate  with  weekly  scheduling  as  com- 
pared to  40%  with  intermittent  scheduling. 
Smalley®  reported  a similar  difference  (46%  and 
27%  respectively). 


TABLE  1 


ACTIVITY  OF  SINGLE  NON-HORMONAL  CHEMO- 


THERAPEUTIC  AGENTS  AGAINST  BREAST 

Number 

CANCER. 

Response 

Drug 

Patients 

No. 

% 

ALKYLATING. AGENTS 

Cyclophosphamide 

529 

182 

34 

Nitrogen  Mustard 

92 

32 

35 

Phenylalanine  Mustard 

177 

38 

22 

Chlorambucil 

54 

11 

20 

Thio-tepa 

162 

48 

30 

ANTIMETABOLITES 

5 FU 

1263 

324 

26 

Methotrexate 

356 

120 

34 

6 Mercaptopurine 

44 

6 

14 

Cytosine  Arabinoside 

64 

6 

9 

Hydroxyurea 

16 

2 

12 

MITOTIC  INHIBITORS 

Vincristine 

226 

47 

21 

Vinblastine 

95 

19 

20 

ANTITUMOR  ANTIBIOTICS 


Adriamycin 

193 

67 

35 

Mitomycin  C 

60 

23 

38 

RANDOM  SYNTHETICS 

BCNU 

76 

16 

21 

CCNU 

155 

18 

12 

MeCCNU 

33 

2 

6 

Hexamethylmel  amine 

39 

11 

28 

Dibromodulcitol 

22 

6 

27 

Totals 

2642 

667 

25 

Four  Drug  Combinations 


Several  variations  of  the  original  6-drug 
Cooper  regimen  have  been  tried  and  the  results 
have  been  variable  and  inconclusive.  In  gen- 
eral, either  vincristine  or  prednisone  may  be 
deleted  from  Cooper’s  COMFP  regimen  without 
compromising  or  improving  results.  One  ran- 
domized study  by  Ramirez*®  and  coworkers 
found  no  statistically  significant  difference  in 
response  rate,  survival  time,  or  duration  of  re- 
sponse when  comparing  COMFP  to  COMF. 
Another  combination  developed  by  the  Na- 
tional Cancer  Institute^®,  consisting  of  cyc- 
lophosphamide, methotrexate,  fluorouracil. 
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TABLE  2 


ACTIVITY  OF  THE  FIVE-DRUG  COMBINATION  COMFP  AGAINST  DISSEMINATED 
BREAST  CANCER. 


Number 

Objective  Response 

Median  Duration 

Investigator 

Patients 

Number 

Percent 

Response 

Cooper  (5) 

60 

54 

90% 

Smalley  (6) 

18  intermittent 

2 

11% 

Muss  (7) 

28 

18 

64% 

5.3+  months 

Stott  (8) 

17 

11 

64.7% 

6 + months 

Rosner  (9) 

50 

22 

44% 

6.0  months 

Stutz  (10) 

18 

10 

55.5% 

7.4  months 

Davis  (11)° 

74 

31 

42% 

5.0  months 

Carmo-Pereira 

32  intermittent 

22 

68.8% 

6.4  months 

(12)  # 

Smalley  (13)* 

35 

16 

46% 

8.8  months 

33  intermittent 

9 

27% 

7.8  months 

Leone  (14) 

64 

40 

63% 

8.0  months 

Hoogstraten  (2)* 

106 

63 

59% 

8.0  months 

98  intermittent 

39 

40% 

10.0  months 

Muss  (15) 

81 

26 

32% 

8.3  months 

Ramirez  (16) 

48 

30 

62.5% 

6 months 

Kaufman  (17) 

42 

14 

33% 

Spigel  (18)  * 

16 

10 

62.5% 

8.0  months 

Totals 

820 

417 

50.3% 

7.8  months 

NOTE:  All  studies 

use  a weekly  administration 

schedule  unless  otherwise  noted. 

Intermittent  schedules  involve  courses  at  three-four  week  intervals. 


* Patients  in  those  studies  had  received  no  prior  non-hormonal  chemotherapy. 

0 Sixteen  of  seventy-four  patients  received  no  prior  cytotoxic  chemotherapy. 

® Nine  of  sixteen  patients  received  no  prior  cytotoxic  chemotherapy. 

# Eighteen  of  thirty-two  patients  received  no  prior  cytotoxic  chemotherapy. 


and  prednisone  (CMFP)  has  produced  objective 
remissions  in  70%  of  patients  in  two  different 
studies,  implying  that  vincristine  is  not  a neces- 
sary drug  in  Cooper’s  regimen. 

With  the  introduction  of  Adriamycin,  noting 
its  effectiveness  as  a single  agent,  investigators 
have  included  this  drug  in  many  different  com- 


binations. One  such  combination  (Table  3),  con- 
sisting of  cyclophosphamide,  methotrexate, 
fluorouracil,  and  adriamycin  (CAMF)  has  been 
reported  by  several  investigators  with  a 59% 
accummulative  objective  response  rate  in  215 
patients.  Although  response  rates  are  relatively 
high,  toxic  effects  with  this  4-drug  combination, 
can  be  severe. 


for  1978 


249 


TABLE  3 


ACTIVITY  OF  THE  FOUR-DRUG  COMBINATION  CMF  AGAINST  DISSEMINATED 
BREAST  CANCER. 


Number 

Objective 

Response 

Median  Duration 

Investigator 

Patients 

No. 

Percent 

Response 

Creech  (21) 

37 

26 

70% 

Boston  (22)® 

22 

10 

45% 

6.5+  months 

Lippman  (23)  * 

38 

26 

68% 

5 + months 

Cobau  (24) 

15 

10 

66% 

6.5  months 

Dejager  (25) 

32 

21 

65% 

7 + months 

T ranum  (26)  * 

71 

34 

49% 

8.5  months 

Totals 

215 

127 

59% 

6.8+  months 

*Patients  had  no  prior  non-hormonal  chemotherapy. 
©Consecutive  patients  were  selected  for  the  study. 


Three  Drug  Combinations 

Since  1974,  multiple  clinical  trials  have  been 
reported  in  which  three  single  agents  have  been 
effectively  combined.  Of  these,  two  have  engen- 
dered the  most  interest,  one  combining  cyc- 
lophosphamide, methotrexate,  and  fluorouracil 
(CMF)  and  the  other  combining  fluorouracil, 
Adriamycin,  and  cyclophosphamide  (FAC). 
Table  4 summarizes  the  activity  of  the  CMF 
combination  protocol  in  321  patients  with  156 
patients  (48.6%)  responding  objectively  with  a 
median  duration  of  the  response  averaging  6.5 
months.  Table  5 summarizes  the  activity  of  the 
FAC  protocol  in  269  patients,  144  patients  or 
53.5%  responding  objectively  with  a median  du- 
ration of  response  averaging  8.4  months.  Both 
of  these  3-drug  combinations  produce  nearly 
equal  responses  for  nearly  the  same  median  du- 
ration. However,  when  Adriamycin  is  incorpo- 
rated rather  than  methotrexate,  a more  rapid 
response  is  obtained,  usually  seen  after  the  first 
two  courses.  On  the  other  hand,  because  toxicity 
of  Adriamycin  is  total  dose  related  and  can 
cause  irreversible  cardiomyopathy,  prolonged 
use  of  this  combination  often  has  to  be  curtailed. 


Two  Drug  Combinations 

Several  two  drug  regimens  have  been  used  to 
date,  with  the  most  popular  being  adriamycin 
and  cytoxan  (AC).  The  initial  report  employing 
AC  (37),  by  Jones  and  et  al.,  described  an  80% 
response  rate  (40/50).  Other  investigators  have 
also  obtained  encouraging  results  with  re- 
sponse rates  ranging  around  60%.  As  can  be 
seen  in  Table  6, 106  of  169  patients  (62.7%)  have 
responded  to  the  combination  of  AC.  Again,  it  is 
noted  that  adriamycin  in  combination  with 
other  agents  induces  rapid  remission  of  rela- 
tively longer  duration. 

Other  2-drug  regimens  also  have  dem- 
onstrated appreciable  activity  against  dissemi- 
nated breast  cancer.  Adriamycin  and  vincris- 
tine in  combination  have  been  reported  to  be  as 
effective  as  the  3-drug  combination  c)d;oxan, 
methotrexate,  and  fluorouracil  by  Bona- 
donna^®.  Survival  time,  duration  of  response, 
and  response  rates  were  all  found  to  be  very 
similar  in  their  prospective  randomized  study. 
The  Southwest  Oncology  Group  study^^  also 
found  adriamycin  and  5FU  to  be  as  effective  as 
combinations  of  three,  four,  or  five  drug  combi- 
nations. 
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TABLE  4 


ACTIVITY  OF  THE  THREE-DRUG  COMBINATION  CMF  AGAINST  DISSEMINATED 
BREAST  CANCER. 


Number  Objective  Response  Median  Duration 


Investigator 

Patients 

No. 

Percent 

Response 

Brambilla,  et  al. 

53 

30 

57% 

8 

months 

(27,  28,  29)  * 

Canellos,  et  al.  (30) 

93 

49 

53% 

5.7 

months 

Muss  (7) 

57 

14 

24% 

6.2 

months 

Bull,  et  al.  (29)  * 

32 

20 

62.5% 

5.53  months 

Creech,  et  al.  (21) ° 

46  (low  dose) 

21 

45.6% 

7.1 

months 

Creech,  et  al.  (31) 

40  (low  dose) 

22 

55% 

Totals 

321 

156 

48.6% 

6.5 

months 

*Patients  had  no  prior  cytotoxic  chemotherapy. 

oFifteen  percent  of  the  patients  received  prior  cytotoxic  chemotherapy. 


Alternating  Combinations  of  Drugs 

Recently,  Horton  reported  that®^  the  alter- 
nating of  two  different  protocols,  one  with  Ad- 
riamycin  and  one  without,  at  four  week  inter- 
vals, have  resulted  in  comparable  response 
rates  with  the  added  advantage  of  better  toler- 
ance of  the  drugs  in  either  protocol  over  a longer 
period  of  time.  Insufficient  clinical  trials  have 
been  conducted  with  this  regimen  to  furnish 
data  at  this  time. 

AMC  Cancer  Research  Center  and  Hospital 

At  the  present  time,  this  institution  is  treat- 
ing disseminated  breast  cancer  with  either  a 
single  IV  dose  of  Adriamycin  and  C3d;oxan,  or  a 
single  IV  dose  of  Cytoxan,  methotrexate,  and 
5FU,  repeated  at  monthly  intervals  for  an  indef- 
inite duration  of  time.  In  some  instances  these 
two  protocols  are  alternated  at  monthly  inter- 
vals for  an  indefinite  period  of  time. 

Sufficient  data  is  not  available  at  this  time  to 
report  PR  and  CR  rates  with  this  management. 
However,  from  our  clinical  appraisal  and  obser- 
vations noted  thus  far,  control  of  this  disease  in 
our  patients  in  this  setting  is  quite  satisfactory. 


and  comparable  to  reported  responses  noted 
elsewhere  and  reported  herein. 


Discussion 

The  treatment  of  breast  cancer  has  been  sur- 
rounded by  controversy  throughout  its  history. 
The  addition  of  chemotherapy  as  a relatively 
new  modality  in  advanced  disseminated  breast 
cancer  likewise  arouses  considerable  dispute  at 
this  time.  Many  cytotoxic  drugs,  both  singly  and 
in  combination  are  being  employed  today.  No 
truly  reliable  method  of  evaluating  and  compar- 
ing results  exists,  other  than  randomized  trials. 
Tables  1 and  7 summarize  the  results  with 
numerous  single  agents  and  five  different  com- 
binations commonly  used  for  advanced  breast 
cancer  today.  Caution  must  be  used  in  interpre- 
tation however,  due  to  the  many  variables  that 
exist  between  studies. 

Patient  selection  is  a major  variable,  there 
being  little  consistency  among  studies  except 
that  the  patients  have  disseminated  breast  car- 
cinoma, and  have  usually  undergone  some 
modality  of  primary  and/or  secondary  treat- 
ment. Differences  in  treatment  technics  and 
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TABLE  5 


ACTIVITY  OF  THREE-DRUG  COMBINATIONS  FAC  AGAINST  DISSEMINATED 
BREAST  CANCER. 


Number 

Objective  Response 

Median  Durat 

Investigator 

Patients 

Number 

Percent 

Response 

Gutterman  (32) 

44 

33 

75% 

8.2  months 

Dejager  (33)  * 

44 

22 

50% 

Blumenschein  (34)  ® 

25 

18 

72% 

Horton  (35) 

11 

3 

27% 

Ahmann  (36) 

23 

10 

43% 

Bull  (20)  * 

30 

20 

67% 

9.2  months 

Smalley  (6) 

17 

8 

47% 

Tranum  (29)  * 

75 

30 

40% 

8.5  months 

Totals 

269 

144 

53.5% 

8.4  months 

* Patients  had  no  prior  non-hormonal  chemotherapy. 

aThirty-one  of  the  forty-four  patients  had  no  prior  non-hormonal  chemotherapy. 
oConsecutive  patients  were  selected  for  study. 


dosages  of  the  drugs  in  any  one  protocol  make 
the  analysis  of  data  difficult.  Evaluation  of  re- 
sponses by  individual  observers  are  subject  to 
personal  more  often  than  scientific  interpreta- 
tion. 

With  these  variables  in  mind,  one  may  obtain 
only  a general  idea  of  the  effectiveness  of 
chemotherapy  in  disseminated  breast  cancer 
today.  Since  so  many  differences  exist  between 
studies,  it  is  not  justifiable  to  subject  these  re- 
sults to  a statistical  analysis,  but  some  trends 
may  be  noted  since  large  patient  numbers  are 
involved: 

1.  Cytotoxic  drugs  used  singly  can  be  effec- 
tive in  arresting  the  progressive  spread  of  ad- 
vancing breast  cancer  in  less  than  a third  of  the 
patients,  and  only  for  relatively  short  periods  of 
time.  This  is  especially  true  for  Cytoxan, 
methotrexate,  nitrogen  mustard,  and  Adriamy- 
cin. 

2.  Combinations  of  drugs  have  approxi- 
mately doubled  the  response  rate  as  compared 
to  single  agents.  The  median  duration  of  re- 


sponse and  the  median  survival  are  also 
lengthened  by  the  use  of  combination 
chemotherapy. 

3.  Adriamycin,  whether  used  as  a single 
agent  or  in  any  combination,  produces  rapid 
remission  for  a longer  duration  of  time,  but  has 
a total  dose  limiting  toxicity  factor. 

4.  The  number  of  drugs  in  a combination  does 
not  seem  to  be  nearly  as  important  as  the 
biochemical  synergism  that  exists  between 
drugs  in  any  combination.  Thus,  a combination 
such  as  AC  can  be  as  effective  as  three,  four,  and 
even  five  drug  combinations. 

5.  Although  combination  chemotherapy 
with  drugs  we  have  today  has  increased  the 
duration  of  response,  and  median  survival  to 
some  extent,  long  term  survivals  are  a rare 
event.  "Tumor  escape”  inexorably  occurs  and 
with  it  increasing  tumor  resistance  and  patient 
intolerance  to  chemotherapy  develops.  How- 
ever, the  data  indicates  that  a respectable  qual- 
ity of  life  is  attainable  with  chemotherapy  in 
many  cases  for  the  duration  of  that  patient’s 
life. 


252 


Rocky  Mountain  Medical  Journal 


TABLE  6 


ACTIVITY  OF  TWO-DRUG  COMBINATION  AC  AGAINST  DISSEMINATED  BREAST 
CANCER. 


Number 

Pbjective  Response 

Median  Duration 

Investigator 

Patients 

Number 

Percent 

Response 

Jones  (37)* 

50 

40 

80% 

10 

months 

Cobau  (24) 

.15 

9 

60% 

Boston  (29)  ° 

20 

12 

60% 

6 + 

months 

Lloyd  (38)  ® 

28 

18 

64% 

Ahmann  (36) 

24 

13 

54% 

8.8 

months 

Horton  (35)  ® 

32 

14 

44% 

9.2+ 

months 

Totals 

169 

106 

62.7% 

9.0+ 

months 

• Patients  had  no  prior  non-hormonal  chemotherapy. 
oConsecutive  patients  selected  for  study. 

*Forty-four/Fifty  patients  had  no  prior  non-hormonal  chemotherapy  and  the 
remaining  six  patients  had  three  or  less  courses  of  5FU. 


TABLE  7 

SUMMARY  OF  TABLES  2,  3,  4,  5,  and  6 


(Five-Drug,  Four-Drug 
breast  cancer. 

, Three- 

-Drug,  and  Two-Drug) 

combinations 

against  disseminated 

Objective  Response 

Number 

of  Patients 

Median  Duration 

Combination 

Patients  Number 

Percent 

Response 

COMFP 

820 

417 

50.3% 

7.8  months 

CAMF 

215 

127 

59% 

6.8+  months 

CMF 

321 

156 

48.5% 

6.5  months 

FAC 

269 

144 

53.5% 

8.4+  months 

AC 

169 

106 

62.7% 

9.0+  months 

Total  1794  950 

Summary 

The  effectiveness  of  chemotherapy  as  the 
modality  in  the  treatment  of  4436  patients  with 
disseminated  breast  cancer  is  reported.  The 
data  has  been  obtained  from  the  published  re- 


ports of  many  investigators,  and  should  be  in- 
terpreted cautiously.  Trends  and  directions 
employing  this  modality  of  treatment  in  this 
disease  are  demonstrated. 
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Currently,  a plateau  seems  to  have  been  ob- 
tained in  response  rates  and  duration  of  re- 
sponse using  cytotoxic  drugs  in  this  disease. 
Inevitably,  "tumor  escape”  occurs,  and  further 
control  by  chemotherapeutic  agents  fails. 
Nevertheless,  the  approach  has  value  for  sev- 
eral reasons.  Some  patients,  albeit  few,  will 


have  long  remissions,  others  will  have  short 
remissions  that  are  nonetheless  valuable  to 
them  and  their  families.  Finally,  as  new 
chemotherapeutic  agents  are  developed,  we  can 
expect  a gradual  but  steady  improvement,  cor- 
responding to  that  attained  in  the  management 
of  some  other  malignancies.  • 
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OUR  COVER 

The  most  postcard-like  of  Colorado  views,  the  Maroon  Bells  above  Aspen,  remains 
despite  some  overfamiliarity  a great  vista,  one  of  the  most  spectacular  in  the  West.  This 
view  by  Don  Miller  allows  one  to  contemplate  the  Maroon  Bells  as  changeable  vista,  soon 
to  be  made  brilliant  by  the  scarlet-orange-yellow  colors  of  fall,  with  this  tinting  quickly 
vanishing  to  disclose  pure  mountains  which  will  in  no  time  be  snow-decked.  The  majesty 
of  great  vistas  never  pales,  we  are  reminded. 
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Diagnosis  and  treatment  of  masses 

in  the  augmented  breast 


John  E.  Mara,  MD,  Denver,  Colorado  and  James  J.  Baker,  Jr., 

MD,  Orlando,  Florida* 


With  increasing  frequency  the  surgeon  will  be 
confronted  with  women  who  have  undergone  aug- 
mentation mammaplasty  and  now  have  a question- 
able mass  in  the  breast.  The  evaluation  of  a breast 
mass  in  these  patients  requires  understanding  of  the 
technics  used  in  augmentation  and  the  artifacts 
which  may  be  produced.  The  use  of  xeroradiography 
prior  to  biopsy  of  the  augmented  breast,  and  a method 
of  biopsy  without  injury  to  the  prosthesis  are 
described. 

CASE  REPORTS 

Case  1:  A.H.,  a 34-year-old  woman  underwent  inframam- 
mary, augmentation  mammaplasty  one-and-one-half  years 
prior  to  discovery  of  a mass  in  her  right  breast.  The  mass 
was  firm  and  subareolar  in  position.  Xeroradiographyof  the 
breast  showed  that  the  cyst  was  adjacent  to  the  implant 
(Fig.  1).  Usual  biopsy  technics  would  endanger  the  implant 
and  produce  a circumareolar  scar  with  possible  implant 
erosion  at  a later  date.  Therefore,  the  implant  was  removed 
through  the  old  inframammary  incision,  and  the  breast 
inverted  through  the  wound  to  permit  inspection  and  biopsy 
of  the  mass  from  the  deep  side  of  the  breast  parenchyma. 
Frozen  section  report  was  fibrocystic  disease.  The  implant 
was  then  replaced  and  the  wound  closed  in  layers. 

I Case  2:  F.D.,  a 29-year-old  woman  was  found  to  have  a mass 
in  the  upper  outer  quadrant  of  her  left  breast.  Recognition  of 
the  mass  was  made  by  the  patient  several  months  following 
a blunt  trauma  injury  to  her  chest  sustained  in  an  auto 
collision.  The  mass  was  deep  in  the  breast  and  at  the  level  of 
the  edge  of  the  implant.  Xeromammograms  showed  that  the 
mass  was  herniation  of  part  of  the  implant  through  a rent  of 
the  fibrous  capsule  surrounding  the  implant.  It  was  felt  that 
surgery  was  not  required  since  the  nature  of  the  mass  was 
ellucidated. 


John  £.  Mara,  MD,  is  aRending  physician  at  Lutheran  Medical  Center  and  Children's 
Hospital,  Denver.  Colorado.  James  L.  Baker,  Jr. , MD,  is  Chief  of  the  Department  of  Plastic 
Surgery  at  Lucerne  General  and  Holiday  Hospitals  and  attending  physician  at  Orange 
Memorial  Hospital,  Orlando,  Florida. 


Discussion 

It  has  been  estimated  that  I-V2  million  women 
have  undergone  augmentation  mammaplasty 
in  the  United  States.  This  figure  is  increasing 
annually.  Each  successive  postoperative  year 
brings  these  women  closer  to  the  age  group  in 
which  breast  carcinoma  is  most  common, 
thereby  increasing  the  demand  for  diagnosis  of 
a breast  mass.  An  understanding  of  the  au- 
gmentation procedure,  type  of  prosthesis  used, 
and  possible  artifacts  created  by  this  surgery  is 
requisite  to  avoid  unnecessary  surgery  and/or 
injury  to  the  prothesis.  In  augmentation  mam- 
maplasty the  Silicone  implant  is  placed  in  a 
pocket  dissected  between  the  posterior  breast 
capsule  and  the  pectoralis  fascia.  A less  fre- 
quent technic  places  the  implant  subpectorally. 
In  both  procedures  the  mammary  gland  lies 
superficial  to  the  alloplastic  prosthesis. 

There  are  three  basic  operative  procedures  for 
breast  augmentation.  The  most  common  one 
gains  access  to  this  potential  space  between 
breast  and  chest  wall  through  an  inframam- 
mery  incision.  The  resultant  scar  lies  in  the 
crease,  or  slightly  above  it,  on  the  breast.  A 
second  common  approach  is  periareolar;  this 
leaves  the  scar  just  inside  the  areolar  rim.^  Most 
surgeons,  in  this  procedure,  elect  to  split  the 
gland  to  gain  access  to  the  retromammary 
space.  Since  this  incision  through  the  breast 
parenchyma  heals  by  scarring,  it  can  lead  to  a 
confusion  in  the  differential  diagnosis  of  a ques- 
tionable breast  mass.  Another  approach  utiliz- 
ing the  periareolar  incision  avoids  incising  the 
parenchyma.  A path  is  dissected  anterior  to  the 
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gland  in  the  subdermal  fat  until  the  inferior 
border  of  the  gland  is  encountered.  The  dissec- 
tion is  then  carried  cephalad  in  the  retromam- 
mary space.  A third  operative  procedure,  less 
frequently  used,  gains  access  to  the  retromam- 
mary space  through  a transaxillary  incision, 
leaving  no  scar  on  the  breast  proper."*  It  is  im- 
perative that  the  examining  surgeon  be  aware 
that  in  each  of  these  procedures  all  the  breast 
tissue  lies  anterior  to  the  prosthesis. 

In  breast  augmentations  the  prostheses  can 
be  of  two  types:  Silicone  gel-filled  or  saline  in- 
flatable. Both  have  a thin  Silicone  rubber  en- 
velope. They  will  withstand  compression  or 
blunt  trauma  without  danger  of  breaking,  how- 
ever any  sharp  object  will  produce  a tear  or 
puncture.  This  can  cause  immediate  deflation 
or  extrusion  of  the  gel.  If  injury  to  the  Silicone 
shell  is  not  sufficient  to  produce  immediate  de- 
flation or  extrusion,  a weak  point  has  been  es- 
tablished in  the  shell  which  probably  will  lead 
to  delayed  rupture,  sometimes  several  months 
later.  For  this  reason  needle  biopsy  or  aspira- 
tion of  a questionable  mass  in  the  augmented 
breast  should  be  undertaken  only  with  extreme 
care,  and  the  patient  must  be  cognizant  of  the 
possible  consequences  of  implant  damage.  It  is 
highly  recommended  that  mammography  be 
performed  prior  to  utilizing  a needle  technic,  so 
that  the  surgeon  is  aware  of  the  thickness  of  the 
breast  parenchyma  lying  anterior  to  the  im- 
plant. 

Artifacts  resulting  from  augmentation, 
which  are  easily  confused  with  true  breast  mas- 
ses, may  be  caused  by  several  factors.  When  an 
inflatable  prosthesis  is  utilized,  the  valve 
through  which  the  saline  is  introduced  may  be 
palpable  as  a breast  mass.  This  mass  is  usually 
felt  in  different  breast  quadrants  on  subsequent 
examinations.  The  knowledge  that  an  inflata- 
ble implant  was  used,  combined  with  radiologic 
identification  of  the  valve,  eliminates  the  need 
for  biopsy  in  many  cases.  Another  artifact  en- 
countered is  the  one  produced  when  capsular 
contracture  of  the  tissues  surrounding  the  im- 
plant compresses  the  prothesis.  Buckling  or 
crinkling  of  the  Silicone  envelope  can  occur  and 
is  felt  as  an  irregular  mass  which  frequently 
ballottes.  A weakness  present  in  the  fibrous  tis- 
sue capsule  surrounding  the  implant  can  cause 
localized  herniation  of  the  implant;  this  also 
may  be  interpreted  as  a mass.  When  the  hernia- 


Fig.  1.  Breast  mass  adjacent  to  implant. 


tion  is  under  the  thin,  elastic  areolar  tissue,  it  is 
especially  prominent. 

Mammography  provides  a method  of  evaluat- 
ing the  augmented  breast  in  patients  who  be- 
come symptomatic  or  develop  a breast  mass. 
This  radiologic  evaluation  of  the  augmented 
breast  adheres  to  the  same  basic  principles  as 
mammography  for  patients  without  augmenta- 
tion. 

Xeroradiography  of  the  breast,  another  form 
of  mammography,  is  believed  by  some  to  offer 
certain  advantages  over  conventional  film 
technics.  The  method  differs  from  the  tradi- 
tional radiographic  examination  in  that  the 
image  is  created  on  the  surface  of  a photocon- 
ductor rather  than  an  x-ray  film.  Xeroradiog- 
raphy is  a photoelectric  process  whereas  film 
mammography  is  a photochemical  process.  The 
image  is  produced  on  specially  prepared  paper 
for  easy  interpretation  and  storage. 

The  breast  is  usually  examined  in  two  projec- 
tions at  right  angles  to  each  other.  In  the  caudal 
projection  the  direction  of  the  x-ray  beam  is 
cranial-caudad;  in  the  mediolateral  projection 
the  x-ray  beam  is  directed  across  the  chest  wall 
from  the  sternum  toward  the  axilla.  Additional 
views  can  be  added  as  necessary  in  individual 
cases.  For  the  augmented  breast,  xeroradiog- 
raphy is  the  form  of  mammography  recom- 
mended. 

Indications  for  mammography,  in  descending 
order  of  priority,  are:  1.  Patients  who  have  a 
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Fig.  2.  Use  of  electrosurgical  system  in  biopsy  of  breast  mass. 


palpable  mass  or  are  otherwise  symptomatic;  2. 
Patients  who  have  had  one  breast  removed  be- 
cause of  carcinoma;  3.  Patients  with  a strong 
family  history  of  hreast  cancer;  4.  Post- 
menopausal, nulliparous  women;  5.  Patients 
over  age  35  who  are  to  have  reduction  or  aug- 
mentation mammaplasties;  and  6.  Patients 
with  Cancerphobia.  (Routine  preoperative 
augmentation  mammography  for  asymptoma- 
tic women  under  35  is  not  recommended  at  this 
time.) 

Xerographic  studies  prior  to  biopsy  of  the  aug- 
mented breast  are  necessary  to  evaluate  the 
mass  and  occult  lesions  which  are  not  apparent 
clinically.  It  is  also  important  to  establish  the 
position  of  the  implant  relative  to  the  skin  prior 
to  biopsy.  Postoperative  benign  and  malignant 
masses  can  be  distinguished  from  scarring  and 
implant  artifacts  such  as  inflation  valves  and 
buckling  or  localized  herniation  of  the  implant. 

It  should  be  understood  that  interpretation 
may  be  difficult  in  the  post  augmentation 
mammogram  because  of  compression  of  the 


breast  tissue  by  the  prosthesis.  Errors  in  in- 
terpretation are  more  commonly  associated 
with  small  dense  breasts,  and  most  augmenta- 
tion patients  fall  into  this  catagory.  The  refer- 
ring physician  must  realize  this  limitation 
when  correlating  the  radiographic  findings 
with  his  clinical  impression. 

Xeromammography  provides  an  excellent 
diagnostic  method  of  evaluating  the  augmented 
breast  and  will  eliminate  needless  biopsies  in 
many  cases. 

In  performing  a biopsy  of  the  augmented 
breast,  we  have  used  the  Cameron-Miller  elec- 
trosurgical system  to  remove  successfully  le- 
sions adjacent  to  implants.  The  way  this  system 
works  is:  The  normal  60-cycle  alternating  wall 
current  is  passed  through  a high-frequency 
generator.  This  generator  is  activated  only  by  a 
positive  voltage,  while  the  60-cycle  alternating 
current  is  alternating  positive  and  negative,  60 
times  in  each  second.  Thus,  an  unidirectional 
(positive)  voltage  is  created.  This  high  fre- 
quency energy  generates  molecular  heat  in 
each  cell  to  a point  in  which  the  cell  volatilizes 
and  explodes.  It  is  this  current  which  we  also 
have  used  routinely  for  capsular  release.  If  car- 
bonized debris  is  removed  from  the  electrode  tip, 
puncture  of  the  implant  will  be  prevented  even 
though  direct  contact  is  made.  (Fig.  2). 

Summary 

This  article  describes  the  various  technics 
commonly  used  in  augmentation  mammap- 
lasty.  Iatrogenic  breast  masses  may  be  pro- 
duced during  augmentation.  Most  of  these  mas- 
ses can  be  properly  identified  without  a biopsy 
of  the  breast,  by  the  use  of  Xeromammography 
and  an  understanding  of  the  surgical  technics 
and  types  of  prostheses  used  in  augmentation. 
When  biopsy,  however,  is  necessary,  an  elec- 
trosurgical procedure  is  available  which  will 
not  damage  the  prosthesis.  • 
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Cryosurgery  therapy 
of  cervical  dysplasia* 

William  C.  Boelter,  II,  MD,*  * Greeley,  Colorado  and 
Robert  L.  Newman,  MD,  Kansas  City,  Missouri 


Introduction 

The  diagnosis  and  treatment  of  cervical 
dysplasia  has  changed  in  the  last  decade. 
Papanicolaou  smears  have  been  recognized  as 
the  most  efficient  method  of  detecting  cervical 
neoplasia.  To  further  aid  diagnosis,  there  are 
now  reports,  including  the  study  performed  at 
St.  Luke’s  Hospital  in  Kansas  City,  Missouri 
demonstrating  excellent  correlation  between 
colposcopic  grading,  directed  punch  biopsy,  and 
conization  specimens. ^ As  a result  of  that  study, 
it  was  decided  to  evaluate  the  use  of  cryosurgery 
in  selected  patients  with  abnormal  cytologic 
smears  of  the  uterine  cervix.  Those  patients 
underwent  colposcopic  examination  and  diag- 
nosis with  directed  punch  biopsies.  Histologic 
examinations  showed  cervical  lesions  varying 
from  mild  dysplasia,  cervical  intraepithelial 
neoplasia  grade  I,  to  carcinoma-in-situ,  cervical 
intraepithelial  neoplasia  grade  III. 

Materials  and  Methods 

All  examinations  and  cryotherapy  were  per- 
formed at  St.  Luke’s  Hospital  by  the  house  staff 
of  the  obstetrics  and  gynecology  service.  This 
report  reviews  the  experience  in  101  patients 
treated  with  cryotherapy  between  January 
1974  and  July  1975. 

Patients  were  selected  from  those  who  had 
colposcopic  lesion  biopsies  ranging  from  mild 
dysplasia,  cervical  intraepithelial  neoplasia, 
grade  I,  to  carcinoma-in-situ,  cervical  in- 
traepithelial neoplasia,  (CIN)  grade  III.  If  col- 
poscopic examination  failed  to  visualize 

*This  paper  was  presented  at  the  Kansas  City  OB-GYN  Society  meeting,  November  1975, 
and  the  Missouri  ACS  meeting  at  St.  Louis,  May  1976.  This  research  was  supported  by  St. 
Luke’s  Hospital  Foundation  for  medical  education  and  research. 

* ‘Address  forcorrespKJndence  or  requests  for  reprints  to  William  C.  Boelter,  II,  MD — The 
Medical  Group  of  Greeley.  P.C.,  1650  Sixteenth  Street,  Greeley,  Colorado  80631. 


adequately  the  endocervical  area,  the  patient 
was  subjected  to  conization.  Also  if  endocervical 
curettage  performed  at  the  time  of  the  colpos- 
copic examination  disclosed  dysplastic  tissue 
high  in  the  endocervical  canal,  the  patient  was 
subjected  to  conization.  In  the  absence  of  these 
findings,  the  remaining  patients  were  subjected 
to  cryotherapy. 

They  were  treated  with  a krymed  cryosurgi- 
cal instrument  in  which  nitrous  oxide  is  the 
refrigerant.  A cervical  probe,  2.5  cm.  in  diam- 
eter and  1.5  cm.  in  length  was  used  with  temper- 
ature of  the  probe  for  freezing  approximately-89 
degrees  centigrade.  The  procedure  involved  a 3 
minute  freeze  followed  by  a 3 minute  thaw  and 
another  3 minute  freeze.  Time  of  freezing  was 
measured  from  time  of  visibility  of  an  ice  ball 
surrounding  the  entire  probe,  usually  requiring 
15  to  30  seconds.  After  formation  of  the  ice  ball, 
gentle  traction  was  applied,  avoiding  any  con- 
tact with  the  vaginal  mucosa.  Because  midcycle 
was  chosen  as  the  best  time  for  cryotherapy, 
patients  did  not  complain  of  pain  during  the 
procedure  except  for  some  mild  pelvic  cramping. 
Patients  returned  12  weeks  after  the 
cryotherapy,  at  which  time  a C3rtologic  smear  of 
the  cervix  was  taken.  The  second  and  third  post 
cryotherapy  visits  were  at  three-month  inter- 
vals, and  subsequent  visits  were  at  six-month 
intervals  for  repeat  cytologic  smears  and  col- 
poscopic examination  if  indicated. 

Results 

Among  101  patients  for  whom  colposcopy, 
biopsy,  and  cryotherapy  were  performed,  70  pa- 
tients were  followed  for  at  least  six  months,  and 
25  patients  for  3 months  post-cryotherapy.  The 
cytologic  smears  were  performed  no  earlier 
than  12  weeks  following  cryotherapy.  Four  pa- 
tients were  lost  to  followup  because  of  moves  to 
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other  areas  of  the  country.  Two  patients  had 
inadequate  freeze  technics  noted  at  the  time  of 
cryotherapy,  and  severe  dysplasia  was  found  on 
subsequent  biopsy  specimens:  one  patient  was 
scheduled  for  conization  and  possible  vaginal 
hysterectomy;  the  other  patient  had  a previous 
hysterectomy  and  because  of  the  extensive  le- 
sion present,  was  subjected  to  a vaginectomy. 
These  six  patients  were  excluded  from  the  pre- 
sent study.  Of  95  patients  included  in  the  pre- 
sent study  with  a tissue  diagnosis,  cryotherapy 
showed  62  patients  with  some  mild  dysplasia, 
CIN  grade  I;  25  patients  with  moderate 
dysplasia,  CIN  grade  II;  six  with  severe 
dysplasia;  and  2 with  carcinoma-in-situ,  CIN 
grade  III.  One  of  the  patients  with  car- 
cinoma-in-situ was  a 20  year  old  nullipara,  and 
the  other  was  a 24  year  old  Gravida  2,  para  2 
who  refused  conization. 

Of  the  95  study  patients,  6 had  suspicious 
cytologic  smears  on  followup  examinations. 
One  had  a conization  which  indicated  a focal 
area  of  mild  dysplasia,  and  the  other  five  pa- 
tients had  repeat  colposcopic  biopsies  which 
showed  mild  dysplasia  and  were  accorded 
further  therapy.  Of  these  95  study  patients,  two 
with  negative  cytologic  smears  were  subjected 
to  vaginal  hysterectomies  because  of  their  de- 
sire for  sterility  and  findings  of  mild  degrees  of 
uterine  prolapse.  An  area  of  mild  focal  dysplasia 
of  the  cervix  was  found  in  both  uterine  speci- 
mens, and  accordingly  the  two  negative 
cytologic  smears  were  counted  as  false  nega- 
tives. Six  patients  with  suspicious  cytologic 
smears  and  two  patients  with  positive  findings 
on  hysterectomy  specimens  were  counted  as 
treatment  failures.  Therefore,  87  of  95  patients 
with  cervical  intraepithelial  neoplasia  appear 
to  have  been  treated  successfully  with 
cryotherapy  with  a success  rate  of  92  per  cent  for 
followup  period  from  3 to  18  months. 


Discussion 

Cervical  dysplasia  is  believed  by  many  to  be  a 
definite  precursor  of  carcinoma-in-situ  and 
eventually  invasive  cancer.  Treatment  of  the 
lesions  has  varied  because  no  one  therapeutic 
measure  has  proven  to  be  completely  satisfac- 
tory. Cervical  intraepithelial  neoplasia  is  de- 
fined according  to  the  number  of  atypical  basal 
cells  which  are  present  in  the  squamous 
epithelium,  and  colposcopists  see  these  lesions 


limited  to  the  squamo-columnar  junction.  Nor- 
mal epithelium  is  composed  mainly  of  superfi- 
cial and  intermediate  type  cells.  Mild  dysplasia 
is  composed  of  less  than  10  per  cent  atypical 
basal  cells.  Severe  dysplasia  and  carcinoma-in- 
situ  involve  more  than  30%  atypical  basal  cells. 
Regardless  of  the  grade  of  the  lesion,  some  au- 
thors believe  the  lesions  are  equivalent;  there- 
fore, clinicians  cannot  predict  what  the  be- 
havior of  these  lesions  will  be  in  estimating 
invasive  potential. 

Electrocautery  has  been  effective^'^,  but  the 
level  of  tissue  destruction  cannot  be  measured 
quantitatively.  Failures  obviously  would  be  the 
result  of  inadequate  erradication  of  the  abnor- 
mal epithelium  by  the  electrocautery.  One  au- 
thor uses  electrocautery  in  selected  cases  when 
a small  lesion  is  present  and  less  tissue  is  needed 
than  requiring  the  use  of  the  larger  cryoprobe.^® 
Patients  with  intrauterine  contraceptive  de- 
vices in  place  are  not  considered  candidates  for 
electrocautery  therapy.  In  some  institutions, 
the  CO2  laser  is  being  utilized  to  eliminate  CIN 
lesions.  This  therapy  is  experimental  and 
further  reports  need  careful  evaluation.  Coniza- 
tion has  been  an  accepted  treatment  to  elimi- 
nate CIN  lesions^®,  and  is  successful  in  approx- 
imately 70  to  75%  of  cases^;  it  has  such  disad- 
vantages as  post-operative  bleeding,  pelvic  in- 
fection, cervical  stenosis,  and  perhaps  de- 
creased fertility.®  Conization  of  the  cervix 
and/or  hysterectomy  requires  hospitalization 
with  added  expense  and  loss  of  time  for  the 
patient. 

Cryotherapy,  however,  is  a relatively  new 
procedure  for  the  treatment  of  CIN  lesions  of  the 
uterine  cervix  and  has  also  been  used  for  other 
gynecologic  lesions.  Many  authors  have  re- 
ported treatment  of  chronic  cervicitis  with  few 
complications.®®’  In  women  whose  squamo- 
columnar  junction  is  everted  in  a non-protected 
area  of  the  cervix,  cryotherapy  can  shift  the 
protective  barrier  of  squamous  metaplasia  to  a 
locus  inside  the  external  OS  and  thus  decrease 
the  trauma  or  possible  carcinogen  to  which  the 
cells  may  be  exposed.^®  Post-operative  vaginal 
granulation  tissue  has  also  been  treated  with 
good  results.  Patients  with  terminal  carcinoma 
have  also  been  treated  with  cyrotherapy  in  pal- 
liation or  to  decrease  tumor  size  and  arrest 
hemorrhage.®^  If  needed,  it  can  be  used  effec- 
tively to  relieve  post-biopsy  bleeding  during 
colposcopy.  Vasomotor  reactions  have  been  re- 
ported in  20  per  cent  of  the  patients  during 
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cyrotherapy  In  this  series,  one  patient  fainted 
both  during  colposcopy  and  cyrotherapy;  she 
was  fully  awake  in  a matter  of  seconds  without 
other  ill  effect.  No  other  patients  in  the  series 
complained  of  dizziness  or  faintness. 

Patients  should  be  warned  of  an  excessive 
watery  discharge  and  odor  after  cryotherapy, 
these  lasting  for  as  long  as  6 weeks  and  possibly 
due  to  a lack  of  bacillus  acidophilus  needed  for 
bacterial  action  on  necrotic  cells.  Triple  sulfa 
cream  or  lactobacillus  capsules  may  be  useful.^® 
The  exact  mechanism  of  action  of  cryotherapy  is 
unknown.  One  author  suggests  that  cells  super- 
cool after  being  subjected  to  extremely  low 
temperatures.  The  freezing  technic  exposes 
cells  to  a loss  of  water  and  increases  concentra- 
tions of  intra-and  extracellular  solutes.^^  Cellu- 
lar changes  after  cryotherapy  demonstrate  a 
definite  line  of  demarcation  between  the  tissue 
that  has  received  the  cryotherapy  and  normal 
tissue.^®  The  cryotherapy  technic  utilized 
should  produce  a frozen  tissue  depth  between  5 
and  10  millimeters,  adequate  to  destroy  any 
endocervical  glands  involved  in  the  lesion.  If  the 
freezing  technic  is  not  adequate,  residual  neop- 
lasia may  be  left  behind.®-  ® Because  of  the  cellu- 
lar injury  after  the  therapy,  cellular  patterns 
may  be  confused  easily  with  dysplasia.  For  this 


reason,  cytologic  assessment  should  not  be 
evaluated  until  3 months  after  cryotherapy.® 

Cryotherapy  should  not  be  used  to  treat  the 
abnormal  cytologic  smear  without  a tissue 
diagnosis.  Optimal  management  includes  the 
use  of  a clinician,  cytologist,  and  pathologist 
who  are  skilled  in  the  interpretation  of  colpos- 
copy findings  and  directed  biopsy  specimens.  In 
using  cryotherapy,  the  need  to  encompass  the 
entire  lesion  is  mandatory  and  may  involve 
such  technical  changes  as  separate  anterior  and 
posterior  freezing  if  the  lesion  extends  beyond 
the  cryosurgical  probe.  Patients  must  be  fol- 
lowed for  an  extended  length  of  time  to  evaluate 
the  results  of  therapy.  Optimistically, 
cryotherapy  has  the  potential  for  becoming  a 
very  useful  tool  in  gynecology.  Reproductive 
ability  is  not  shown  to  be  impaired  and  long- 
term damage  to  the  cervix  is  apparently  neglig- 
ible,® 12 

Summary 

A series  of  patients  studied  at  St.  Luke’s  Hos- 
pital in  1975  indicates  a success  rate  of  92  per 
cent  with  cryotherapy  in  the  treatment  of  cervi- 
cal dysplasia.  Additional  followup  studies  of  a 
still  larger  number  of  patients  would  be  valu- 
able. • 
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Thrombocytosis:  Practical  approach 

to  diagnosis  and  treatment 

Martin  J.  Rubinowitz,  MD,  Denver,  Colorado* 


The  etiology  of  thrombocytosis  should  be  estab- 
lished in  order  that  its  risk  may  be  accurately  asses- 
sed, and  that  appropriate  and  potentially  lifesaving 
treatment  be  instituted. 


Thrombocytosis,  by  definition,  exists  when 
the  platelet  count  exceeds  450,000/mm^.  This 
condition  is  not  uncommon;  up  to  three  percent 
ofhospitalized  patients  have  elevated  platelet 
counts.^  It  almost  always  results  from  acceler- 
ated platelet  production  rather  than  prolonga- 
tion of  survival. 2 A practical  approach  for  de- 
termining the  etiology  and  appropriate  treat- 
ment of  thrombocytosis  when  indicated  is  of 
utmost  importance  to  the  clinician.  The  follow- 
ing cases  are  representative  of  the  two  major 
categories;  i.e.,  myeloproliferative  and  reactive 
disorders. 

CASE  REPORTS 

Case  1:  G.N.  is  a 53-year  old  white  female  who  developed 
severe  bilateral  epistaxis  on  December  31,  1977  and  was 
hospitalized  in  Nebraska.  Her  initial  blood  counts  were  as 
follows:  The  hematocrit  was  53,  the  white  blood  count 
(WBC)  was  26,900  with  a left  shift  and  a platelet  count  was 
four  million.  Her  epistaxis  was  poorly  controlled  with  nasal 
packs,  and  she  was  transferred  to  St.  Joseph  Hospital  in 
Denver  on  January  3,  1978. 

In  1963  she  had  a right  hemicolectomy  for  carcinoma  of 
the  colon.  No  evidence  of  recurrence  was  found  during  ab- 
dominal surgical  procedures  in  1964  and  1968. 

Physical  examination  disclosed  a well-nourished  white 
female  in  acute  distress.  A left  nasal  pack  was  in  place  and  a 
large  clot  protruded  from  the  right  nasal  orifice.  Her  blood 
pressure  was  138/90  and  pulse  rate  was  112.  The  rest  of  the 
physical  examination  was  normal.  Lymphadenopathy, 
hepatosplenomegaly,  and  ecchymoses  were  not  found. 
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Admission  laboratory  data  included  an  hematocrit  of 
47.5,  a WBC  of  26,300  with  a left  shift  (15  stabs  but  no 
younger  cells  present),  and  a platelet  count  of  3.6  million. 
Normal  studies  included  serum  sodium,  chloride,  CO2,  total 
proteins,  albumin,  phosphorus,  uric  acid,  creatinine,  total 
bilirubin,  alkaline  phosphatase,  SCOT,  protein  elec- 
trophoresis, and  urinalysis. 

The  serum  potassium  was  markedly  elevated  (5.9  - 7.9 
mEq/L.),  but  plasma  potassium  determinations  were  nor- 
mal. Her  initial  plasma  calcium  values  were  high  (10.7  - 
11.7  mg.),  but  normal  at  the  time  of  discharge.  Ionized 
calcium  and  parathormone  levels  were  normal.  A bone  scan 
disclosed  two  insignificant  areas  of  abnormal  uptake.  Other 
abnormal  tests  included  a high  leukocyte  alkaline  phos- 
phatase of  175,  an  LDH  of  455  U,  a prolonged  bleeding  time 
of  ten  minutes  and  a low  cholesterol  of  124  mg.  Platelet 
adhesivity  and  aggregation  were  normal. 

A superficial,  soft,  mobile  right  upper-quadrant  mass  was 
discovered  several  days  after  admission.  The  diagnosis  of  a 
benign  renal  cyst  was  established  by  means  of  an  IVP  and 
sonogram.  A proctoscopic  examination,  barium  enema,  and 
CEA  were  normal. 

Bone  marrow  aspiration  disclosed  massive 
megakaryocytosis  with  lesser  degrees  of  hyperplasia  of  the 
other  cell  lines  and  absent  iron  stores.  These  findings  were 
consistent  with  a diagnosis  of  essential  thrombocythemia. 

Physical  examination  showed  an  obese  white  female  in 
moderate  distress.  A grade  II/VI  basilar  systolic  ejection 
murmur  was  heard.  Lymphadenopathy  and  hepatomegaly 
were  not  found. 

Admission  laboratory  data  included  an  hematocrit  of  41.3 
and  a WBC  of  12,500  with  normal  differential  and  platelet 
estimate. 

While  hospitalized  she  developed  classic  electrocardiog- 
raphic and  enzymatic  changes  of  an  acute  inferior  wall 
myocardial  infraction.  Her  CPK  rose  to  as  high  as  2690  U. 
Serial  chest  x-rays  showed  bilateral  pleural  effusions  with- 
out evidence  of  heart  failure.  Although  a lung  scan  did  not 
disclose  definite  evidence  of  embolization,  she  was  an- 
ticoagulated because  this  diagnosis  was  strongly  suspected. 

On  November  14th,  her  platelet  estimate  was  reported  as 
increased.  A count  of  780,000  was  obtained.  Subsequently,  a 
maximum  value  of 950,000  was  recorded  on  November  26th. 
Her  platelet  count  decreased  to  735,000  on  November  30th 
at  discharge  and  to  472,000  on  January  16,  1978. 

Comment 

This  patient  had  reactive  thrombocytosis  presumably  sec- 
ondary to  the  combination  of  the  previous  splenectomy, 
massive  myocardial  infarction  and  possible  pulmonary  em- 
boli. The  treatment  administered  was  specifically  for  the 
underlying  diseases  and  not  for  thrombocytosis  per  se. 
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Discussion 

The  conditions  that  are  associated  with  high 
platelet  counts  are  listed  in  Table  1,  and  the 
studies  indicated  for  a proper  work-up  in  Table 
2.  A practical  approach  for  using  these  tests  to 
diagnose  specific  disorders  and  their  approp- 
riate treatment  will  now  be  outlined. 

1.  Myeloproliferative  disorders 

A.  Diagnosis 

Elevated  platelet  counts  are  found  in  a third 
to  a half  of  the  patients  who  have  these  diseases 
with  the  exception  of  essential  throm- 
bocythemia.  By  definition  all  patients  with  this 
disorder  have  increased  levels.  Platelet  counts 
in  excess  of  one  million  are  almost  always  as- 
sociated with  this  group  of  diseases  and  are  only 
occasionally  due  to  the  conditions  producing 
reactive  thrombocytosis.  Lesser  degrees  of 
thrombocytosis,  normal  and  even  low  platelet 
counts  may  also  be  seen  in  myeloproliferative 
disorders.  Therefore,  the  absence  of  marked 
thrombocytosis  doesn’t  exclude  them. 

Other  clinical  features  frequently  present  in 
myeloproliferative  disorders  and  usually  ab- 
sent in  reactive  thrombocytosis  are  enumerated 
in  Table  3.  These  include  splenomegaly,  throm- 
botic and  hemorrhagic  complications, 
leukocytosis,  persistent  rather  than  transitory 
thrombocytosis,  and  abnormal  platelet  mor- 
phology and  function.  Bizarre  and  giant 
platelets  and  even  megakaryocyte  fragments 
may  be  present  in  the  peripheral  blood. 
Pseudohyperkalemia  ii.e.  an  elevated  serum 
but  normal  plasma  potassium)  frequently  oc- 
curs because  of  potassium  release  by  platelets 
during  coagulation.  Similarly,  spurious  eleva- 
tions of  the  acid  phosphatase,  lactic  acid  dehyd- 
rogenase, uric  acid, 2 calcium  and  phorphorus^ 
have  been  reported. 

Polycythemia  vera  should  be  suspected  in  the 
patient  who  has  high  platelet  and  red  blood 
counts.  The  presence  of  an  elevated  red  cell 
mass  is  diagnostic.  Although  thrombocytosis 
and  leukocytosis  are  often  quoted  as  criteria  for 
polycythemia  vera,  patients  with  secondary 
polycythemia  with  malignant  diseases  such  as 
hepatoma  or  hypernephroma  may  also  have 
elevated  platelet  counts.  The  absence  of  an  ele- 
vated red  blood  count  doesn’t  exclude 
polycythemia  if  the  patient  has  had  a recent 


TABLE  1 

CONDITIONS  ASSOCIATED  WITH  THROMBOCYTOSIS 

1.  Myeloproliferative  disorders  - polycythemia, 
chronic  granulocytic  leukemia,  myelofibrosis, 
essential  thrombocythemla 

2.  Reactive  thrombocytosis 

a.  Bone  marrow  stress  - infection,  hemorrhage 
(acute  or  chronic  - iron  deficiency),  hemolysis, 
rebound  following  thrombocytopenia 

b.  Post  surgical  procedures  especially  splenectomy 
and  other  asplenic  states 

c.  Malignancy 

d.  Collagen  diseases  - rheumatoid  arthritis,  SLE, 
polyarteritis,  giant  cell  arteritis 

e.  Miscellaneous  - ulcerative  colitis,  hepatic 
cirrhosis,  chronic  renal  disease,  Cushing’s, 
physiologic  (exercise,  parturition,  epinephrine) 

TABLE  2 

WORKUP  OF  THROMBOCYTOSIS 

1 . CBC,  smear,  platelet  count,  reticulocyte  count, 
leukocyte  alkaline  phosphatase 

2.  Bone  marrow  (aspiration  and  biopsy)  with  Philadelphia 
chromosome  studies  and  iron  stains 

3.  Appropriate  studies  if  indicated  for  polycythemia  (red 
ceil  mass),  malignancy  (i.e.  biochemical  survey,  CEA, 
scans,  etc.),  blood  loss  (i.e.  stools  for  blood,  Gl  workup, 
etc.),  hemolysis  (i,e.  indirect  bilirubin,  LDH,  Coombs, 
haptoglobin,  etc.)  and  collagen  diseases  (i.e.  LE  prep, 
ANA,  serum  electrophoresis,  etc.) 

4.  Platelet  aggregability  (for  myeloproliferative  disorders 
with  complications) 

bleeding  episode.  This  diagnosis  was  given  con- 
sideration initially  in  Case  1,  but  seemed  un- 
likely, because  the  amount  of  bleeding  that  oc- 
curred prior  to  her  first  normal  red  blood  count 
was  not  great  enough  to  have  lowered  it  to  nor- 
mal from  an  elevated  level. 

Patients  with  chronic  granulocytic  leukemia 
(CGL)  frequently  have  increased  platelet 
counts.  The  diagnosis  can  be  confirmed  by  per- 
forming a bone  marrow  and  demonstrating  tye 
presence  of  the  Philadelphia  chromosome.  Its 
absence  doesn’t  exclude  the  diagnosis.  Ten  to  20 
per  cent  of  patients  are  Philadelphia  chromo- 
some negative,  but  they  often  have  normal  or 
low  platelet  counts.^  The  leukocyte  alkaline 
phosphatase  (LAP)  is  low  in  90  per  cent  of  pa- 
tients with  CGL.®  Normal  or  high  values  are 
found  in  virtually  all  the  other  disorders  listed 
in  Table  1. 
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TABLE  3 


CLINICAL  FEATURES  OF  MYELOPROLIFERATIVE  DISORDERS  (MD)  AND  REACTIVE 


THROMBOCYTOSIS  (RT) 
Feature 

1.  Platelet  count 

2.  Splenomegaly 

3.  Thrombosis  and 

hemorrhage 

4.  White  blood  count 

5.  Duration 

6.  Piatelet  morphology 

and  function 


MD 

^ 1 million  (frequently) 

Frequent 

Frequent 

Usually  elevated 
Usually  persistent 

Usually  abnormal 


RT 

^ 1 million  (usually) 

Rare 

Rare 

Usually  normal 
Usually  transitory 

Usually  normal 


The  diagnosis  of  myelofibrosis  can  be  estab- 
lished by  bone  marrow  examination.  A bone 
survey  may  demonstrate  sclerosis. 

Essential  or  hemorrhagic  thrombocythemia® 
is  a rare  disease  which  is  characterized  by 
marked  thrombocytosis,  leukocytosis, 
megakaryocytic  hyperplasia,  frequent  hemor- 
rhagic and  less  frequent  thrombotic  complica- 
tions, and  the  absence  of  the  previously  men- 
tioned criteria  that  are  necessary  for  the  diag- 
nosis of  the  other  myeloproliferative  disorders. 
The  first  patient  had  this  condition.  The  LAP 
was  elevated,  the  Philadelphia  chromosome 
was  absent,  and  the  degree  of  granulocytic 
hyperplasia  usually  seen  with  CGL  was  not  pre- 
sent on  bone  marrow  examination. 

B.  Treatment 

High  platelet  counts  in  these  disorders  can  be 
associated  with  serious  and  potentially  life 
threatening  hemorrhagic  and  thrombotic  com- 
plications. If  these  occur,  aggressive  treatment 
with  chemotherapy  is  indicated.  The  agents 
used  most  widely  have  been  Myleran  and  P32.  ^ 
The  relative  platelet  sparing  effect  of  cyc- 
lophosphamide and  the  slow  onset  of  action  of 
chlorambucil  are  distinct  disadvantages,®  espe- 
cially for  patients  with  hemorrhagic  complica- 
tions. Alkeran,  nitrogen  mustard  and  triethyl- 
melamine  have  also  been  used.  When  the 
platelet  count  is  normalized  by  these  agents  the 


bleeding  usually  subsides,  although  the  mag- 
nitude of  the  thrombocytosis  doesn’t  correlate 
well  with  the  risk  of  bleeding.® 

Life-threatening  complications  may  warrant 
the  use  of  two  additional  modalities.  Platelet- 
phoresis  by  discontinuous  or  continuous  flow 
cell  separation  has  been  shown  to  be  effective  in 
a small  series,”^  but  its  efficacy  is  debatable  at 
the  present  time. 

Thrombotic  complications  occurring  in  pa- 
tients with  thrombocytosis  appear  to  correlate 
well  with  an  increase  in  platelet  aggregability.® 
Kun-Yu  Wu  demonstrated  the  reversibility  of 
both  hyperaggregability  and  ischemic  attacks 
by  administering  aspirin,  325  mg.  q.i.d.  and  di- 
pyridamole (Persantine)  50  mg.  q.i.d.  When  the 
drugs  were  withdrawn  ischemic  symptoms  and 
platelet  hyperaggregability  recurred.  Patients 
who  had  paradoxical  hemorrhagic  complica- 
tions didn’t  demonstrate  hyperaggregability. 
The  mechanism  for  bleeding  in  patients  with 
thrombocytosis  is  unclear. 

Anticoagulants  have  been  used  with  variable 
success  and  high  doses  of  heparin  may  be  re- 
quired when  marked  thrombocytosis  is  pre- 
sent.® Surgery,  especially  splenectomy,  is  con- 
traindicated and  postoperatively  uncontrolla- 
ble thrombocytosis  and  death  may  occur.®  If  es- 
sential, the  procedure  should  be  delayed  if  at  all 
possible  until  the  platelet  count  is  less  than 
500,000.  Splenectomy  may  be  indicated  in 
select  situations  for  patients  with  CGL^®  and 
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myelofibrosis  who  are  thrombocytopenic  or  in  a 
blast  crisis. 

If  the  diagnosis  of  a myeloproliferative  disor- 
der is  established  and  the  patient  is 
asymptomatic,  the  treatment  approach  will  de- 
pend in  part  on  the  specific  disease  the  patient 
has.  It  is  not  known  whether  there  is  a level  of 
thrombocytosis  above  which  prophylactic 
treatment  is  indicated,  but  platelet  counts 
above  one  million  are  worrisome. 

Phlebotomy  should  be  used  as  the  initial 
therapeutic  modality  for  patients  with 
polycythemia  vera.  If  a very  high  red  count  {i.e., 
greater  than  six  million)  is  present  or  the  pa- 
tient has  a phlebotomy  requirement  exceeding 
one  unit  every  two  months,  then  treatment  with 
agents  such  as  Myleran  or  P32  is  indicated.  Pa- 
tients with  CGL  whose  white  blood  counts  ex- 
ceed 50,000  warrant  treatment,  usually  with 
Myleran.  The  indications  for  treatment  of  pa- 
tients with  myelofibrosis  are  less  clear.  It  is 
important  to  use  low  dose  therapy  in  order  to 
avoid  severe  pancytopenia. 

II.  Reactive  Thrombocytosis 

A.  Diagnosis 

Significant  infection,  hemorrhage,  or 
hemolysis  may  produce  modest  degrees  of 
thrombocytosis.  The  platelet  count  may  begin  to 
rise  within  the  first  hour  during  a bleeding 
episode,  followed  shortly  by  pol5rmorphonuclear 
leukocytosis.  A few  myelocytes  and  metamyelo- 
cytes may  be  found  in  the  leukoc5de  differen- 
tial.^^ The  blood  counts  usually  return  to  nor- 
mal in  three  to  four  days.  If  persistent  count 
elevation  occurs  in  the  absence  of  recurrent 
bleeding,  then  the  appropriate  work-up  for  a 
myeloproliferative  disorder  is  indicated.  When 
bleeding  occurs  following  a surgical  procedure, 
especially  splenectomy,  marked  thrombocytosis 
may  result.  The  peak  counts  usually  occur  one 
to  three  weeks  postoperatively  and  the  platelet 
count  can  rise  to  as  high  as  one  million  or  more 
with  splenectomy  alone. 

Occasionally,  a wide  variety  of  malignancies 
are  associated  with  thrombocytosis.  This  may 
occur  even  without  hemorrhage  or  bone  marrow 
involvement  by  tumor,  i.e.  myelophthisis.  If 
young  red  blood  cells  (normoblasts)  or  white 
blood  cells  (myelocytes  or  younger)  are  present 
in  the  absence  of  coexistent  hemorrhage  or  in- 


fection, a bone  marrow  examination  should  be 
performed  to  rule  out  myelophthisis. 

Some  patients  with  collagen  diseases  or  any 
of  the  other  disorders  listed  in  Table  1 may  have 
elevated  platelet  levels.  If  indicated,  the  studies 
enumerated  in  Table  2 should  be  ordered. 

B.  Treatment 

There  is  little  evidence  that  reactive  throm- 
bocytosis results  in  thrombotic  or  hemorrhagic 
complications.  These  patients  should  not  be 
treated  with  chemotherapeutic  drugs  except  as 
noted  below.  The  etiology  of  the  elevated 
platelet  count  should  be  sought  with  a systema- 
tic approach  as  outlined  in  Table  2 and  the  un- 
derlying disease  treated. 

Postsplenectomy  thrombotic  and  hemor- 
rhagic complications  are  rare  in  hematologi- 
cally  normal  patients.  They  do  occur  in  indi- 
viduals who  have  had  the  procedure  done  for  a 
variety  of  types  of  anemia.  When  the  disease 
process  is  not  controlled  postoperatively,  an- 
ticoagulants and  chemotherapeutic  agents  may 
be  indicated.^ 


You  Can  Order 
REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable 

for  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 


264 


Rocky  Mountain  Medical  Journal 


Summary 

Thrombocytosis  is  caused  by  myeloprolifera- 
tive and  reactive  disorders.  The  myeloprolifera- 
tive diseases  are  associated  with  thrombotic 
and  hemorrhagic  complications.  Appropriate 
treatment  may  include  chemotherapeutic 


agents  or  P32,  antiplatelet  drugs,  anticoagul- 
ants, and  rarely  plateletphoresis.  Reactive 
thrombocytosis  is  caused  by  a wide  variety  of 
diseases,  is  infrequently  associated  with 
thrombotic  or  hemorrhagic  complications,  and 
rarely  requires  treatment  except  for  the  under- 
lying disorder.  • 
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Prepared  by  Jonathan  Abrams,  MD,  Albuquerque,  New  Mexico  * 

EKG:  What’s  the  Rhythm? 


This  arrh5rthmia  was  seen  in 
a 56-year  old  woman  with  atyp- 
ical angina.  Her  only  complaint 
at  the  time  was  occasional  pal- 
pitations. What  is  the  arrh57th- 
mia  and  what  are  the 
mechanisms  for  the  different 
QRS  configurations? 


V,  CONTINUOUS 


See  Page  277 
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Complete  heart  block  in  alcoholic 
cardiomyopathy — 

a potentially  reversible  process* 


The  recent  development  of  complete  atrioven- 
tricular heart  block  in  an  elderly  individual  does  not 
usually  suggest  a reversible  process.  Because  reports 
of  the  occurrence  of  complete  heart  block  in  alcoholic 
cardiomyopathy  are  infrequent  i,  unnecessary  per- 
manent pacing  may  be  instituted.  The  history  of  pro- 
longed, excessive  ethanol  ingestion  in  a patient  so 
afflicted  should  suggest  this  entity  with  its  potentially 
reversible  pattern,  and  generally  better  prognosis 
provided  adequate  therapy,  highlighted  by  the  pa- 
tient's long-term  abstinence,  is  instituted. 


CASE  REPORT 

A 65-year-old  white  male  was  admitted  to  St.  Mary-Corwin 
Hospital  in  October,  1976  with  complaints  of  gradually 
progressing  dyspnea,  fatigue,  and  difficulty  ambulating 
over  the  previous  few  months.  His  past  medical  history 
included  excessive  ethanol  ingestion  for  at  least  30  years, 
with  an  average  of  a fifth  of  whiskey  daily  for  the  past  2 
years. 

On  physical  examination  he  was  noted  to  be  a well-de- 
veloped, well-nourished,  slightly  overweight  male  in  no 
acute  distress.  His  pulse  rate  was  40  per  minute  and  regular 
and  his  blood  pressure  was  130/80.  His  examination  dis- 
closed neck  vein  distention,  enlarged  heart  to  percussion, 
hepatomegaly  and  3 plus  pitting  extremity  edema.  A grade 
1 to  2/6  systolic  blowing  murmur  was  heard  over  the  mitral 
area  radiating  toward  the  axilla.  The  murmur  had  not  been 
noted  on  a previous  hospital  evaluation  6 years  before  ad- 
mission. 

Chest  x-ray  findings  verified  the  impression  of  congestive 
heart  failure.  The  initial  electrocardiogram  (Fig.  1)  showed 
complete  A-V  block  with  a junctional  rhythm  of  44  per 
minute.  The  atrial  rate  was  79  per  minute.  The  mean  frontal 

•Address  for  reprints:  Carl  E.  Bartecchi,  MD,  Department  of  Medicine,  Southern  Colorado 
Clinic,  2002  Lake  Avenue,  Pueblo,  Colorado  81004, 
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plane  axis  was  minus  30.  Diffuse,  prominent,  ischemic-ap- 
pearing T wave  inversions  were  noted.  These  changes  were 
not  present  in  a previous  tracing  (Fig.  2)  of  September  11, 
1969.  Continuous  cardiac  monitoring  over  a two  week 
period  showed  no  evidence  of  capture,  fusion  beats  or  con- 
cealed conduction. 

Laboratory  data  included  a hemoglobin  of  14.6,  WBC  of 
6800  with  a normal  differential.  The  MCV  was  101  with 
macrocytes  predominate  on  the  peripheral  smear.  The  fol- 
lowing values  were  normal:  serum  electrolytes,  mag- 
nesium, thyroid  function  studies,  serum  protein  studies, 
serum  alkaline  phosphatase,  lactic  dehydrogenase  and 
creatine  phosphokinase  fractionation.  A cholesterol  and 
triglyceride  study  was  also  normal.  A total  bilirubin  was  1.5 
mg%  and  the  serum  glutamic  oxal  acetic  transaminase  was 
55  mU/ml,  both  slightly  elevated. 

Despite  the  history  of  heavy  alcohol  consmnption,  there 
was  no  clinical  evidence  of  withdrawal  symptoms.  In  the 
hospital  he  continued  to  eat  a well  balanced  diet  to  which 
vitamin  supplements  were  added.  Medications  included 
Furosemide  40  mg.  each  morning  and  Spironolactone  4 
times  daily.  On  that  program  a 15  pound  weight  loss  was 
recorded  with  disappearance  of  the  signs  and  symptoms  of 
congestive  heart  failure  over  a two  week  period.  The  chest 
x-ray  demonstrated  the  return  of  the  heart  size  to  normal 
with  loss  of  the  congestive  failure  pattern.  During  the  third 
week  in  the  hospital,  A-V  conduction  returned  although 
first  degree  A-V  block  persisted.  T wave  changes  showed 
improvement  and  by  the  first  outpatient  visit,  3 weeks  after 
discharge  (Fig.  3),  had  become  upright.  A first  degree  A-V 
block  persisted.  During  the  entire  period  the  patient  never 
complained  of  chest  pains  nor  was  there  any  evidence  of 
syncopal  episodes.  As  his  clinical  picture  improved,  he  was 
able  to  increase  his  ambulation  without  evidence  of  cardiac 
difficulties. 

On  a followup  evaluation  four  months  post  hospital  dis- 
charge, a random  heart  rate  was  noted  to  be  60  beats  per 
minute.  An  electrocardiogram  (Fig.  4)  recorded  at  that  time 
showed  a shorter  P-R  interval  of  .48. 

In  spite  of  constant  encouragement  to  do  otherwise,  the 
patient  once  again  began  to  drink  heavily.  His  electrocar- 
diogram again  showed  complete  A-V  block  with  a junctional 
rhythm  similar  to  his  initial  tracing  (Fig.  1).  Abstinence 
again  was  accompanied  by  the  return  of  A-V  conduction 
which  has  persisted  for  about  eight  months  now. 
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Fig.  1.  Initial  electrocardiogram  showing  complete  A-V  block. 


Discussion 

In  the  reported  cases  of  complete  A-V  block 
associated  with  excessive  alcohol  intake,  it  was 
impossible  to  exclude  all  other  potential  etiolog- 
ical factors  such  as  congenital  A-V  block,  viral 
involvement  of  the  myocardium,  or  the  presence 
of  an  underlying  cardiomyopathy  or  myocar- 
ditis that  was  simply  unmasked  by  alcohol. 
Coronary  arteriography  could  possibly  rule  out 
spasm  or  disease  of  the  larger  vessels,  but  is  of 
little  help  with  regard  to  the  small  in- 
tramyocardial  coronary  arteries,  disease  of 
which  could  also  explain  the  nonspecific 
myocardial  alterations  seen  in  chronic  al- 
coholism.2  Because  of  the  high  level  of  alcohol 
consumption,  the  lack  of  signs  and  symptoms 
commonly  associated  with  other  potential 
etiologies,  the  electrocardiographic  changes 
which  appeared  to  be  temporally  related  to 
heavy  alcohol  consumption,  and  which  showed 
improvement  following  both  periods  of  absti- 
nence, ethanol  must  be  considered  an  important 
factor  in  the  precipitation  of  the  A-V  block  in 
this  patient,  though  other  contributing  factors 
cannot  be  ruled  out  completely. 

Complete  A-V  heart  block,  however,  is  not  a 
common  finding  in  alcoholic  cardiomyopathy.^ 
Sereny^  reviewed  the  EKGs  of  1000  male 
chronic  alcoholics  and  made  no  mention  of  com- 
plete A-V  heart  block  in  that  series.  Bashour  et 


Fig.  2.  Electrocardiogram  recorded  in  1969. 


al‘*  reported  the  EKG  abnormalities  in  65  pa- 
tients with  alcoholic  cardiomyopathy.  Complete 
A-V  block  was  not  mentioned  in  that  series. 
Goodfriend  and  Barold®  described  the  occurr- 
ence in  a young  man,  27  years  old,  of  transient 
Mobitz  Type  II  and  complete  A-V  block  due  to  a 
lesion  within  the  proximal  portion  of  the  His 
bundle  and  probably  caused  by  excessive  al- 
cohol intake.  Leier  et  aP  described  a patient 
with  alcoholic  cardiomyopathy  and  complete 
heart  block  with  the  block  localized  at  the  A-V 
node.  These  authors  mention  the  development 
of  T wave  changes  (deeply  inverted  in  the  pre- 
cordial leads)  similar  to  those  seen  in  our  pa- 
tient, but  postulated  an  intracranial  lesion  as 
the  etiology  for  these  latter  changes.  T wave 
changes®  are  common  and  varied  in  this  condi- 
tion. They  include  bifid  or  cloven,  spinous, 
isoelectric  or  negative  patterns.  In  the  1000 
male  chronic  alcoholic  patients  of  Sereny®,  40 
patients  had  abnormal  but  nonspecific  T wave 
changes.  The  degree  of  T wave  inversion  varied 
in  those  cases.  There  was  no  definite  pattern  to 
the  frequency  of  their  appearance  in  one  lead  or 
another.  The  most  frequent  EKG  abnormalities 
seen  in  the  study  of  McDonald  et  aP  were  in- 
verted, flattened  or  biphasic  T waves  occurring 
in  45  of  48  patients.  They  were  commonly  seen 
in  leads  1,  Vs  and  Vs  but  were  also  common  in 
other  standard  leads  and  right  precordial  leads. 
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Fig.  3.  Electrocardiogram  recorded  6 weeks  after  initial  EKG 
showing  return  of  A-V  conduction  arul  T wave  improvement. 


Cardiac  conduction  abnormalities  and  EKG 
changes  are  recognized  developments  in  al- 
coholic cardiomyopathy.  Ettinger  et  al®  showed 
that  prolonged  ethanol  intake  in  the  absence  of 
evident  malnutrition  resulted  in  demonstrable 
intraventricular  conduction  abnormalities  and 
morphologic  alterations  in  dogs.  These  changes 
were  related  to  the  duration  of  ingestion  of  as 
much  as  36  per  cent  of  the  total  daily  calories  as 
ethanol.  Their  study  suggests  that  ethanol  in- 
gested chronically  has  a specific  toxic  effect 
upon  myocardial  tissues,  including  those  of  the 
ventricular  conduction  system.  The  toxicity  was 
cumulative,  and  not  produced  by  acute  al- 
coholism or  short  term  alcoholism. 

This  example,  as  well  as  the  preceding  re- 
ports, should  alert  the  clinician  to  the  develop- 
ment of  a potentially  reversible  form  of  com- 


Fig. 4.  Electrocardiogram  recorded  6 months  after  the  initial  EKG 
showing  a shorter  P-R  interval  of  .48. 

plete  A-V  block  in  the  chronic  alcoholic  patient. 
As  ethanol  appears  to  be  a specific  toxin  in  the 
development  of  this  pattern,  abstinence  must  be 
the  base  of  all  therapeutic  efforts. 

Summary 

Complete  heart  block  is  not  commonly  seen  in 
alcoholic  cardiomyopathy.  An  elderly  patient 
with  this  complication  is  described.  Therapy, 
namely  abstinence,  can  lead  to  a reversal  of  the 
complete  heart  block  pattern  as  demonstrated 
in  this  patient.  • 
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A non-invasive  vascular  laboratory 
in  a small  community  hospital 


Charles  M.  Abernathy,  MD,  and  T.C.  Dickinson,  MD,  Montrose,  Colorado 


Doppler  ultra-sonography  is  rapidly  achiev- 
ing status  as  a helpful  clinical  tool  rather  than 
an  esoteric  study  used  only  in  teaching  centers. 
Particularly  as  more  data  accumulates  indicat- 
ing the  accuracy  of  doppler  ultrasound  in  detec- 
tion of  deep  venous  occlusion  of  the  lower  ex- 
tremities, more  and  more  widespread  use  is 
being  made  of  it  as  a clinical  tool.  The  use  of 
doppler  ultra-sonography  falls  into  three  gen- 
eral categories. 

1.  As  an  adjunct  for  vascular  surgeons  in  de- 
termining segmental  pressures,  etc.,  in 
peripheral  arterial  occlusive  disease. 

2.  As  one  of  several  non-invasive  procedures 
now  being  evaluated  for  the  diagnosis  of  extra- 
cranial cerebrovascular  occlusive  disease. 

3.  As  a diagnostic  aid  in  the  detection  of  deep 
venous  occlusion  in  the  lower  extremities.  It  is 
this  use  that  has  the  widest  application  and 
most  potential  for  a community  hospital. 

In  May  of  1976  we  established  a non-invasive 
vascular  laboratory  at  the  Montrose  Memorial 
Hospital.  This  was  done  essentially  by  one  of  us 
(C.M.A.)  visiting  and  working  with  Dr.  Robert 
Rutherford’s  non-invasive  medical  laboratory 
at  the  University  of  Colorado  Medical  Center  in 
Denver,  then  training  one  of  the  respiratory 
therapists  in  our  local  hospital  in  the  technics  of 
doppler  ultra-sonography.  Also,  Dr.  Glen  Kel- 
ley of  Denver  General  Hospital  was  invited  to 
Montrose  and  helped  in  several  educational 
1 programs  to  introduce  the  doppler  to  our  staff 
1 physicians  and  nursing  staff. 

! The  emphasis  was  on  training  the  respiratory 

I therapist  who  was  already  maintained  by  the 
! hospital  on  a full  time  salary  so  that  he  could  be 
' independent  in  the  evaluation  of  both  in-pa- 
'•  tients  and  out-patients,  particularly  in  the  area 


of  venous  studies  and  carotid  studies.  The  seg- 
mental arterial  pressure  studies  used  to 
evaluate  the  peripheral  vascular  disease  were 
in  large  part  done  by  one  of  the  supervising 
physicians,  especially  those  involving  treadmill 
studies.  In  1976,  when  the  program  was  begun, 
studies  were  done  both  by  the  technician  and 
the  physician,  and  all  physicians  ordering  ven- 
ous studies  were  encouraged  to  use  confirmat- 
ory venograms  so  that  accuracy  of  doppler  use 
might  be  confirmed.  This  program  met  with 
some  success,  as  can  be  seen  by  the  data  in- 
cluded. The  staff  physicians  of  our  hospital  (par- 
ticularly family  practitioners,  internists,  and 
surgical  sub-specialties)  found  an  additional  in- 
crement of  information  was  obtained  using  the 
doppler  ultrasound.  This  addition  to  their  clini- 
cal acumen  was  used  for  more  objective  and 
confident  management  of  difficult  problems 
such  as  swollen  extremities,  and  non-specific 
painful  extremities  that  had  been  formerly 
managed  without  definitive  diagnosis.  The  ini- 
tial use  was  weighted  heavily  towards  the  use  of 
the  exam  for  venous  studies  of  the  lower  ex- 
tremities, which  data  is  presented  here.  How- 
ever, for  the  past  6 to  9 months  there  has  been  a 
renewed  interest  in  the  use  of  the  doppler  for 
detection  of  extra-cranial  cerebrovascular  oc- 
clusive disease. 

Presented  here  are  data  obtained  from  the 
very  onset  of  the  non-invasive  vascular  lab.  The 
venous  exam  of  the  lower  extremities  is  subjec- 
tively interpreted  by  the  technician  and  there- 
fore we  feel  our  diagnostic  accuracy  is  improv- 
ing as  both  the  technician  and  supervising 
physicians  gather  more  experience  with  the 
exam.  We  have  purposely  kept  the  technic  sim- 
ple as  well  as  limiting  the  performance  of  the 
test  to  one  technician  when  possible  which  we 
believe  has  increased  accuracy  and  decreased 
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cost.  We  have  used  the  technics  of  doppler  exam 
for  venous  occlusion  as  described  by  Sigel  et  al.^ 

From  May  of  1976  to  November  of  1977  134 
doppler  studies  of  the  lower  extremities  for  deep 
venous  occlusion  have  been  done.  Of  these,  43 
were  positive,  13  indeterminate,  and  78  nega- 
tive. 44  patients  with  doppler  studies  were  con- 
firmed with  conventional  contrast  venography 
(Table  2).  The  venography  confirmed  the  pre- 
sence of  deep  venous  occlusion  as  predicted  by 
the  doppler  in  18  cases.  There  were  2 cases 
diagnosed  as  deep  venous  occlusion  by  the  dop- 
pler that  were  not  confirmed  on  venography.  4 
deep  venous  occlusions  by  venography  were  not 
detected  by  doppler  ultra-sonography.  We  found 
as  have  most  other  authors,  that  the  doppler 
works  very  well  in  the  detection  of  the  larger 
thrombi  of  the  iliac  and  femoral  veins  and  of  a 
lesser  accuracy  in  diagnosing  thrombi  in  the 
calf.  In  all  cases  where  the  doppler  failed  to 
predict  deep  venous  occlusion,  the  thrombi  were 
seen  on  venography  to  be  in  the  calf  only. 

This  accuracy  is  high  enough  for  many  pa- 
tients (who  would  otherwise  be  managed  with 
or  without  venographic  confirmation)  to  be 


TABLE  I 


Venograms  Done  to  Confirm  Doppler  Studies 


Dopp 1 er 

Doppier 

Doppier 

Venography 

Positive  (+) 

Negative  (-) 

Accuracy 

2i%  false 

Positive  (+) 

(23  venograms) 

18 

4 

negative  by 
doppier 

Venography 

Negative  {-) 

{21  venograms) 

2 

19 

3%  false 
pos i t i ve  by 
doppler 

anti -coagulated  or  other  treatment  instituted 
without  an  invasive  diagnostic  exam.  Also  we 
have  found  a particular  advantage  in  using 
doppler  ultra-sonography  as  objective  data  in 
patients  with  difficult-to-diagnose-problems 
such  as  bizarre  leg  pain  patterns  and  non-clas- 
sic pain  distribution. 

We  believe  that  the  above  numbers  compare 
favorably  with  those  published  in  the  national 
studies  from  academic  centers  and  adequately 
demonstrate  that  a small  community  hospital 
with  simple  facilities,  (i.e.  a directional  doppler 
flow  meter  costing  from  $300.00  to  $600.00)  can 
benefit  from  the  initiation  of  non-in vasive  vas- 
cular laboratory.  • 


REFERENCES 


‘ Sigel  et  al:  Evaluation  of  doppler  ultra-sound  examination.  Arch  Surg  100:533,  1970. 
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Only  lobst  supports  are  custom  made  from  precise 
measurements  of  the  Individual  extremity. 


Jobst® 

Venous  Pressure  Gradienf  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 


A®  JOBST 


Denver,  Colorado  80205  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 

2045  Franklin  Street 

303/861-2007 


A summary  of  AMA,  medical  & health  news 

American  Medical  Association  / 535  North  Dearborn  Street  / Chicago,  Illinois  60610  / Phone  (312)  751-6000  / TWX  910-221-0300 


Despite  mounting  inflation  in  the  economy 
in  general,  the  Voluntary  Effort  is  succeeding  in 
holding  down  the  rate  of  increase  in  hospital  ex- 
penditures, officials  of  the  voluntary  program  said 
at  a news  conference  in  Washington,  D.C.  The 
Voluntary  Effort,  initiated  by  the  American 
Hospital  Assn.,  the  Federation  of  American 
Hospitals,  and  the  AMA,  seeks  to  reduce  the  rate 
of  increase  in  hospital  expenditures  by  2%  a year 
for  the  next  two  years.  Hospitals  and  physicians 
have  been  able  to  approach  the  problem  in  a flexi- 
ble way  most  appropriate  for  the  individual  institu- 
tions, AHA  President  Alex  McMahon  said.  The 
private  sector  has  “clearly  demonstrated”  that  it 
can  handle  the  task  of  curbing  rising  costs,  AMA 
EVP  James  H.  Sammons,  MD,  added. 

The  AMA  House  of  Delegates  formally 
established  the  Student  Business  Session  as  a 
section  of  the  House,  renamed  it  the  Student 
Business  Section,  and  provided  a representative 
structure  for  its  annual  and  interim  meetings.  The 
new  structure  provides  for  representation  of 
students  at  each  medical  school  through  one  cer- 
tified voting  representative.  The  SBS  governing 
council  will  be  expanded  from  six  to  eight 
members.  The  new  plan  is  expected  to  be  im- 
plemented at  the  1979  SBS  annual  meeting. 

Accreditation  standards  under  the  AMA’s  Jail 
Health  Project  will  be  expanded  to  include  the 
areas  of  mental  health,  chemical  dependency  and 
juvenile  treatment.  In  addition,  the  program  will  be 
expanded  from  six  to  15  pilot  states.  Under  the 
project,  state  medical  societies  work  with  the 
AMA  and  the  jails  to  develop  an  accreditation  pro- 
gram. The  project  is  funded  by  the  Law  Enforce- 
ment Assistance  Administration  of  the  U.S. 
Justice  Dept. 

The  22-minute  AMA  film  “Out  of  Sight,  Out  of 
Mind”  won  the  top  prize  in  the  medical  sociology 
category  at  the  John  Muir  Medical  Film  Festival  at 
Walnut  Creek,  Calif.  The  film  examines  medical 
care  problems  in  jails  and  the  progress  made  in 
solving  them  through  the  AMA  Jail  Health  Project. 
The  film  is  available  on  a free-loan  basis  to  state, 
county  and  specialty  medical  societies.  Write 
Audio-Visual  Services,  AMA  Headquarters. 
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The  AMA  told  the  government’s  Council  on 
Wage  and  Price  Stability  that  “for  the  good  of  the 
individual  patient  and  for  the  good  of  the  economy 
as  a whole,”  the  medical  profession  “will  con- 
tinue to  seek  to  restrain  cost  increases  not  essen- 
tial to  good  patient  care.”  The  Council  had  asked 
the  AMA  to  encourage  physicians  to  keep  the  rate 
of  fee  increases  “to  the  average  increase  in  other 
goods  and  services.”  The  AMA  pointed  out  that 
even  before  the  CCWPS  request  was  received, 
AMA  President  Tom  E.  Nesbitt,  MD,  in  his  in- 
augural address  at  the  AMA’s  Annual  Convention, 
had  urged  physicians  to  restrain  their  rate  of  fees 
increases  by  1%  in  each  of  the  next  two  years. 

A bill  that  would  provide  payment  for  medical 
services  to  U.S.  and  resident  alien  victims  of  the 
atomic  bombing  of  Hiroshima  and  Nagasaki, 
Japan,  in  1945,  was  supported  by  the  AMA.  “We 
believe  the  federal  government  should  recognize  a 
special  obligation  to  these  victims  and  offer 
assistance,”  the  Association  said  in  a letter  to  the 
House  Judiciary  Committee. 


A check  for  $1,577,372  from  the  AMA  Auxiliary 
was  presented  to  the  AMA  Education  and 
Research  Foundation  at  the  AMA’s  Annual  Con- 
vention in  June.  Representing  contributions  from 
the  “medical  family,”  the  check  was  the  largest 
ever  received  by  AMA-ERF. 


The  AMA’s  Center  for  Health  Services 
Research  and  Development  is  conducting  its  12th 
annual  Periodic  Survey  of  Physicians.  The  AMA 
conducts  the  study  to  majntain  current  and 
reliable  information  on  the  practice  of  medicine. 
Survey  results  are  published  yearly  in  Profile  of 
Medical  Practice  (“Red  Book”).  All  responses  are 
handled  in  strict  confidence  and  only  aggregate 
figures  are  published. 

AMA  Membership  dues  will  be  cut  in  half  for 
one  year  for  physicians  first  entering  practice.  The 
action  by  the  House  of  Delegates  followed  exten- 
sive research  by  the  Board  of  Trustees  on  the 
financial  and  membership  impact  of  the  proposal. 
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ORGANIZATION 


Neurosurgeons  Name  McNally  President 


Michael  McNally,  MD,  Colorado  Springs  neurosurgeon, 
was  named  president  of  the  Rocky  Mountain  Neurosurgical 
Society  at  its  13th  annual  meeting  in  June.  Thomas  Craig- 
mile  of  Denver  was  named  Historian  at  this  meeting. 


Berger  Takes  Allergy  Award 

William  E.  Berger,  MD,  fellow  in  pediatric  allergy  and 
immunology  at  National  Jewish  Hospital  and  Research 
Center,  Denver,  received  the  first  prize  in  the  Clemens  von 
Pirquet  Award  contest  for  the  best  paper  by  an  intern, 
resident  or  physician  serving  a fellowship  in  allergy  or  re- 
lated fields.  Berger  was  senior  author  of  a paper  entitled 
"Immunoglobulin  Levels  in  Children  with  Severe  Asthma,” 
presented  by  him  at  the  34th  annual  Congress  of  the  Ameri- 
can College  of  Allergists  in  Las  Vegas  in  April,  at  which 
time  the  award  was  made  by  the  Women’s  Auxiliary  of  the 
Congress. 

Curran  Named  Orthopaedic  Executive 


Thomas  E.  Curran,  MD,  Aurora,  was  elected  president  of 
the  Mid-States  Orthopaedic  Society  at  its  annual  meeting  in 
June  at  Shangri  La,  Grand  Lake,  Oklahoma. 


Cumow  Receives  Certification 


Robert  J.  Cumow,  MD,  Laramie,  was  certified  by  the 
American  Board  of  Orthopedic  Surgery  in  September  1977. 


Preston  Serves  on  Orthopaedic  Board 

Paul  J.  Preston,  MD,  Cheyenne  has  been  named  a 
Member-at-Large  on  the  Board  of  Directors  of  the  Mid- 
Central  States  Orthopaedic  Society  at  the  annual  meeting, 
held  in  Shangri  La,  Grand  Lake,  Oklahoma  in  June. 


University  of  Colorado  Medical  Center 
Strenge  Promoted 


Henry  B.  Strenge,  MD,  Boulder  pediatrician  has  been 
named  Clinical  Professor  of  Pediatrics  at  the  CU  Medical 
Center.  He  has  been  a member  of  the  clinical  faculty  since 


Starzl  Again  Honored 

Thomas  E.  Starzl,  MD,  professor  and  chairman  of  the 
Department  of  Surgery,  University  of  Colorado  Medical 
Center,  will  receive  the  David  M.  Hume  Memorial  Award 
for  1978  at  the  annual  awards  banquet  of  the  National 
Kidney  Foundation,  to  be  held  in  November  in  New  Or- 
leans. The  award,  named  for  a pioneer  in  the  field  of  Kidney 
transplantation,  is  the  highest  honor  the  Foundation  can 
bestow  upon  a medical  professional. 


Thompson  Co-Author  of  New  Book 

Horace  E.  Thompson,  MD,  professor  of  obstetrics  and 
gynecology  at  the  Medical  Center,  is  co-author,  with 
Richard  L.  Bemstine,  MD,  of  "Diagnostic  Ultrasound  in 
Clinical  Obstetrics  and  Gynecology,”  a recent  publication 
by  John  Wiley  & Sons. 


Paton  Named  Acting  Dean 

Bruce  C.  Paton,  MD,  professor  of  surgery  and  chief  of  the 
cardiac  surgical  service  at  the  Medical  Center,  was  named 
acting  dean  of  the  School  of  Medicine,  effective  July  1,  fol- 
lowing the  retirement  of  Harry  P.  Ward,  MD,  after  six  years 
servke  as  Dean.  Dr.  Paton  received  his  MD  from  the  Uni- 
versity of  Edinburgh  in  Scotland  in  1951,  and  came  to  the 
Medical  Center  in  1958.  Since  1950  he  has  been  a professor 
of  surgery. 


Norris  and  Goldberg  Receive  Awards 

Two  esteemed  awards  for  achievements  in  dermatology 
have  been  won  by  CU  housestaff  members.  David  A.  Norris, 
assistant  professor  of  dermatology,  received  the  American 
Academy  of  Dermatology’s  Stelwagon  Award  during  the 
winter.  Barry  Goldberg,  MD,  chief  resident  in  dermatology, 
won  the  Society  of  Investigative  Dermatology  award  for  best 
resident  research,  during  the  meeting  of  that  group  in  May 
in  San  Francisco. 


Headache  Study  Seeks  Referrals 

James  A.  Lewis,  MD,  Neurologist  at  the  University  of 
Colorado  Medical  Center,  is  studying  analgesic  efficacy  of 
drugs  in  relation  to  tension  headaches,  and  is  carrying  out  a 
study  of  double-blind  cross-over  dosages  to  determine  effec- 
tiveness. The  drug  is  reported  to  be  chemically  related  to 
aspirin  but  appears  to  be  more  effective  and  safer.  'Those 
interested  are  requested  to  call  Dr.  Lewis  or  Research  Assis- 
tant Ellen  Brauer  at  (303)  394-7771. 


University  of  New  Mexico  Medical  Center 
Law  Elected  ACP  President 

David  H.  Law,  MD,  professor  and  acting  chairman  of  the 
department  of  medicine  at  the  UNMMC,  has  been  named 
president  of  the  New  Mexico  chapter  of  the  American  Col- 
lege of  Physicians,  replacing  Martin  Conway,  MD,  Director 
of  medical  education  at  Lovelace  Medical  Center. 


for  1978 
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Surgeon  Named  President 


George  E.  Omer,  Jr. , MD,  has  been  elected  president  of  the 
American  Society  for  Surgery  of  the  Hand.  Omer  is  profes- 
sor of  orthopaedics  and  anatomy,  as  well  as  chief  of  the 
Division  of  Hand  Surgery  in  the  Department  of  Surgery, 
and  chairman  of  the  Department  of  Orthopaedics  at 
UNMMC. 

The  Society  was  founded  in  1946  by  former  medical  offic- 
ers who  reconstructed  the  hands  of  wounded  in  World  War 
II;  originally  it  was  composed  of  35  members,  with  present 
membership  of  about  400. 

Dr.  Omer  presented  a paper  on  "Peripheral  Nerve  Testing 
and  Suture  Techniques”  before  the  American  Academy  of 
Orthopaedic  Surgeons  at  its  recent  meeting  in  Dallas. 


Mosely  Holds  Chairmanship 

Robert  D.  Moseley,  Jr.,  MD,  member  of  the  UNMMC 
faculty  since  1971,  and  acting  chairman  of  the  Department 
of  Radiology,  has  been  named  its  chairman.  Mosely  has  been 
honored  by  the  Royal  College  of  Radiologists  in  England  as 
their  first  honorary  Fellow.  He  also  received  the  Gold  Medal 
of  the  International  Congress  of  Radiology  in  Madrid  Spain. 


Denver 

Pain  and  Health 
Rehabilitation  Center 

oo 


A comprehensive  treatment  program 
for  chronic  pain  patients. 

H.  G.  Whittington,  M.  D. 

Director 

3005  E.  16th  Ave.,  Suite  240  Telephone 

Denver,  Colorado  80206  (303)  377-9619 


THE 

BOOK  CORNER 


New  hooks  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society 
Library. 


Recent  Acquisitions; 

Adoiescent  Obstetrics  and  Gynecology:  A.K.  Kreutner  and  D.R.  Hol- 
lingsworth, ed.  Chicago,  Year  Book,  1978.  658  p.  $39.95. 

Angina  Pectoris:  Desmond  G.  Julian,  ed.  N.Y.,  Churchill  Livingstone, 

1977.  272  p.  Review  copy. 

Atlas  of  Echocardiography:  E.  Salcedo.  Philadelphia,  Saunders,  1978.  236 

p.  $16.00. 

Borderline  Personality  Disorders:  Peter  Hartocollis,  ed.  N.Y.,  International 
Universities  Press,  1977.  535  p.  $22.50. 

Coronary  Artery  Surgery:  John  L.  Ochsner.  Philadelphia,  Lea  & Febiger, 

1978.  275  p.  $25.00. 

Dementia:  Charles  E.  Wells,  ed.  2nd  ed.  Philadelphia,  Davis,  1977.  284  p. 
(Contemporary  Neurology  Series,  15). 

Disorders  of  the  Lumbar  Spine:  Arthur  J.  Helfet  and  David  M.G.  Lee. 
Philadelphia,  Lippincott,  1978.  $25. (X). 

Gray-Scale  Ultrasound:  Royal  J.  Bartrum.  Philadelphia,  Saunders,  1977. 
216  p.  $14.00. 

Immunology  II:  Joseph  A.  Bellanti.  Philadelphia,  Saunders,  1978.  813  p. 
$20.00. 

Management  of  Rheumatoid  Arthritis  and  its  Complications:  James  W. 
Hollingsworth.  Chicago,  Year  Book,  1978.  255  p.  $27.50. 

Manual  of  Surgical  Intensive  Care:  American  College  of  Surgeons.  Com- 
mittee on  Pre  and  Postoperative  Care.  Philadelphia,  Saunders,  1977.  335  p. 
$14.50 

The  Metabolic  Basis  of  Inherited  Disease:  John  B.  Stanbury,  ed.  4th  ed. 
New  York,  McGraw-Hill,  1978.  1862  p.  $65.00. 

Myopathies;  Jaap  Bethlem.  Philadelphia,  Lippincott,  1977.  281  p.  $28.00. 
Nephrolithiasis:  Frederick  L.  Coe.  Chicago,  Year  Book,  1978.  235  p. 
$25.95. 

Pain  Management:  J.  Fletcher  Lee,  ed.  Baltimore,  Williams  and  Wilkins, 

1977.  200  p.  $18.00. 

Pediatric  Neurosurgery:  Thomas  H.  Milhovat.  Philadelphia,  Davis,  1978. 
398  p.  (Contemporary  Neurology  Series,  16) 

Principles  of  Neurology:  Raymond  D.  Adams  and  Maurice  Victor.  New 
York,  McGraw-Hill,  1977.  1041  p.  $27.50. 

The  Principles  of  Physiology:  David  Jensen.  New  York,  Appleton-Cen- 
tury-Crofts,  1976.  1328  p.  Gift. 

The  Right  to  Treatment  for  Mental  Patients:  Stuart  Golarm  and  William  J. 
Fremouw.  New  York,  John  Wiley  & Sons,  1976.  246  p.  $16.95. 

Surgery  of  the  Stomach  and  Duodenum:  Lloyd  M.  Nyhus.  3rd  ed.  Boston, 
Little,  Brown,  1977.  788  p.  $49.95. 

Synopsis  of  Radiographic  Anatomy  with  Computed  Tomography:  Isadore 
Meschan.  Philadelphia.  Saunders.  1978.  762  p.  $32.(X) 

The  Thyroid:  Sidney  C.  Werner,  ed.  4th  ed.  New  York,  Harper  & Row, 

1978.  1047  p.  $52.50. 
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Book  Review 


Porter  Memorial  Hospital,  Its  Birth  and  Life  by  Marion  R.  Rymcr, 
PhD.  224  pages.  $1.95.  Porter  Memorial  Hospital,  2525  South 
Downing  Street,  Denver,  Colorado  80210. 

Religious  groups  have  their  own  ways  of  looking  gift  horses  in  the 
mouth.  They  pray.  So  it  was  for  the  General  Conference  of  the 
Seventh  Day  Adventist  Church  in  1928  when  Henry  Miller  Porter, 
twice  healed  by  one  of  the  Church’s  California  hospitals,  decided  to 
give  forty  acres  and  $315,000  to  the  General  Conference  so  that  it 
might  “own,  conduct,  and  operate”  a Denver  hospital  “forever.” 

Forever  seemed  a stretching  of  time  beyond  comprehension  for  the 
General  Conference,  but  a^r  prayerful  consideration  the  problem 
seemed  to  evaporate.  When  they  went  to  Porter  to  confer  with  him, 
they  found  that  his  insistence  on  including  the  “forever”  stipulation 
had  vanished,  and  he  greeted  the  churchmen  with  the  word  that  he 
didn’t  care  whether  the  word  was  in  the  contract  or  not. 

Porter  was  bom  in  Lancaster,  Pennsylvania  in  1838,  and  when  he 
was  three  the  family  moved  to  Jefferson  City,  Missouri,  only  to 
become  ill  with  malaria.  Fmnily  financial  problems  posed  another 
point  of  desperation.  Eh.  Rymer  describes  the  social  background  as 
“illiterate,  uncouth,  energetic,  kind,  and  generous  to  a fault.” 

When  he  was  20,  Prater  got  on  a construction  crew  for  the 
Missouri  Telegraph  Company,  stringing  wires  to  Julesburg,  Col- 
orado. Later  he  was  taken  captive  by  Confederate  forces  near 
Jackson,  Missouri,  only  to  be  ‘ ’freed  by  the  Union  cavalry  in  best 
western  tradition.”  In  1860  he  went  into  business  in  Denver  with 
Charles  Stebbins,  putting  his  $9,000  in  with  Stebbins’  $60,000  in  a 
mercantile  store  which  was  served  by  mule  trains  bringing  goods 
from  Stebbin’s  store  in  Atchison,  Kansas. 

Porter  acquired  properties  throughout  the  West,  invested  in  mer- 
cantile and  banking  firms  in  this  territory  and  reached  one  pinnacle  of 
power  in  1886  when  he  was  elected  a director  of  the  Denver  National 
Bank.  His  financial  involvement  in  street  car  companies,  water, 
paper,  steel,  and  oil  production  companies,  and  in  telephone  and 
telegraph  companies  was  endless.  His  energy  remained  strong  until 
sixteen  months  prior  to  his  100th  birthday,  when  he  died  of 
pneumonia. 

Dr.  Rymer  gives  a thorough  grounding  in  the  remarkable 
achievement  of  Porter  Memorial  Hospital  in  esublishing  the  concept 
of  shared  services,  starting  in  the  early  1960’s  with  Boulder  Memo- 
rial Hospital.  In  the  mid-sixties  Porter  combined  its  payroll  services 
with  Swedish,  Lutiieran,  and  Presbyterian  hospit^s.  With  forty 
hospitals,  the  Colorado  Hospital  Sh^d  Information  Services  was 
established.  In  May  1976,  Ho^ital  Data  Services  superseded 
CHSIS,  in  acknowledging  in  the  change  its  computer  orientation. 

In  the  end.  Dr.  Rymer  observes,  there  were  three  principal  consid- 
erations in  the  development  of  Potter.  There  were  constant  problems 
before  the  hospital  in  responding  to  the  multiple  demands.  The 
explosion  of  knowledge  was  surpassingly  challenging.  And  the 
operation  of  the  hospital  was  becoming  increasingly  complex.  In 
sum,  the  institution  was  challenged  on  the  one  hand  by  changes  in  the 
perception  of  the  role  of  hospitals  today,  marked  by  the  elimination 
of  tile  closed  hospital  staff,  and  on  the  other  by  the  continuing 
unfolding  of  professionalism  tiiroughout  the  hospital  staff. 

The  book  is  available  at  the  Denver  Medical  Society  Library. 

Allen  Young 
Assistant  Editor 


BETH  ISRAEL  HOSPITAL  CONFERENCE  & 
INSTITUTE  PROGRAM 
1979  WINTER  SCHEDULE 

FOURTH  ANNUAL  VAIL  FAMILY  PRACTICE 

CONFERENCE 

February  10  to  17,  1979 

The  Mark,  Vail,  Colorado 

SECOND  ANNUAL  VAIL  UROLOGY  CONFERENCE 

February  10  to  17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

FIFTH  ANNUAL  VAIL  OB/GYN  CONFERENCE 

February  17  to  24,  1979 

The  Mark,  Vail,  Colorado 

FOURTH  ANNUAL  VAIL  PSYCHIATRY 

CONFERENCE 

February  17  to  24,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

FIRST  ANNUAL  VAIL  EMERGENCY  MEDICINE/ 

CRITICAL  CARE  CONFERENCE 

February  17  to  24,  1979 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

NINTH  ANNUAL  ASPEN  RADIOLOGY 

CONFERENCE 

February  24  to  March  3,  1979 

Aspen  Institute  for  Humanistic  Studies,  Aspen,  Colorado 

SECOND  ANNUAL  VAIL  CANCER  CONFERENCE 

March  3 to  10,  1979 

Kiandra-Talisman  Lodge,  Vail,  Cobrado 

FIRST  ANNUAL  VAIL  SPORTS  MEDICINE 

CONFERENCE 

March  3 to  10,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

FOURTH  ANNUAL  VAIL  GENERAL  SURGERY 

CONFERENCE 

March  10  to  17,  1979 

The  Mark,  Vail,  Colorado 

FIRST  ANNUAL  VAIL  GERONTOLOGY 

CONFERENCE 

March  10  to  17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

FOURTH  ANNUAL  VAIL  INTERNAL  MEDICINE 

CONFERENCE 

March  17  to  24,  1979 

The  Mark,  Vail,  Colorado 

FIRST  ANNUAL  VAIL  PEDIATRICS  CONFERENCE 

March  17  to  24,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

AMA  CATEGORY  1 CREDIT  AVAILABLE 


For  registration  information,  contact: 

Beth  Israel  Hospital  Conference  Program 
P.O.  Box  11366 

Denver,  CO  8021 1 (303)  320-5333 
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Colorado 


Services  were  held  June  28  at  First  Christian  Re- 
formed Church  for  George  S.  Postma,  MD,  a Denver 
physician  and  surgeon.  Burial  was  in  Fairmont. 

Postma,  70,  died  June  25  at  his  home. 

He  was  born  Feb.  17,  1908,  in  Bolsward,  Nether- 
lands, and  came  to  the  United  States  with  his  family 
in  1911.  He  attended  Denver  Christian  School,  South 
High  School,  the  University  of  Denver  and  the  Uni- 
versity of  Colorado  Medical  School,  receiving  his 
medical  degree  in  1931.  He  married  Anna  Tamminga 
in  1944  in  Denver. 

He  was  on  the  staff  of  Porter  Memorial  Hospital 
and  Swedish  Medical  Center,  and  had  served  as  pres- 
ident and  chief  of  the  surgery  division  of  Porter’s. 

He  was  a member  of  the  Denver  Medical  Society, 
Colorado  Medical  Society,  American  Medical  Society 
and  a number  of  other  professional  organizations.  He 
was  a fellow  of  the  American  College  of  Surgeons  and 
American  Society  of  Abdominal  Surgeons. 

He  also  was  a member  of  the  First  Christian  Re- 
formed Church. 

Survivors  include  his  wife;  two  daughters,  Julie  A. 
Wilkin  of  Manitou  Springs  and  Susan  Postma  of 
Denver;  two  sons.  Dr.  George  S.  Postma  Jr.  of  Kansas 
City,  Mo.,  and  Dr.  Sidney  W.  Postma  of  Denver;  a 
sister,  Margaret  Postma  of  Denver,  and  three  grand- 
children. 

Benjamin  F.  Jackson,  MD,  Fellow  of  the  Ameri- 
can Psychiatric  Association,  died  June  14,  1978  in 
Longmont,  Colo.  He  was  born  December  29,  1899  in 
Lebanon,  Indiana.  He  received  his  MD  at  the  Univer- 
sity of  Colorado  in  1926.  He  interned  at  St.  Anthony’s 
Hospital,  Denver,  Colo,  from  1926-1927.  He  was 
licensed  to  practice  medicine  in  Colorado.  He  was 
certified  by  the  American  Board  of  Psychiatry  and 
Neurology  in  Psychiatry. 

Dr.  Jackson  was  chief  of  the  Continued  Treatment 
Service  at  the  Veterans  Administration  Hospital,  Ft. 
Lyon,  Colo.,  from  1947-1949.  He  was  director  of  pro- 
fessional services  from  1949-1952.  He  was  manager 
of  the  V.A.  Hospitals  in  Tomah,  Wisconsin,  from 
1952-1957,  and  in  Bedford,  Mass.,  from  1957-1960. 
He  was  psychiatric  consultant  in  the  Mental  Health 
Division  of  the  Colorado  State  Dept,  of  Public  Health 
from  1960-1961.  He  was  in  private  practice. 

Dr.  Jackson  was  a member  of  the  American  Medi- 
cal Association.  He  served  as  a Lt.  Col.  in  the  Army  of 
the  United  States  from  1944-1946. 

The  American  Psychiatric  Association  recently  ac- 
corded Dr.  Jackson  the  high  honor  of  a Life  Fellow- 
ship "in  recognition  of  significant  contribution  to 
Psychiatry.”  The  citation  was  accompanied  by  a gold 
medal. 


Archeology  was  the  avocation  of  Dr.  Jackson.  He 
had  "dug”  all  over  Colorado,  a paradise  for  "diggers.” 
He  had  a fine  collection  of  bones  and  artifacts  of  the 
strange  creatures  that  roamed  the  land  and  pre-his- 
toric  man.  He  had  a rope,  certified  by  the  Smithson- 
ion  Institution  to  be  a thousand  years  old,  woven  from 
yucca  strands  and  coiled  in  the  protective  confines  of 
a shadow  box  frame.  It  was  dug  up  on  a Colorado 
farm. 

Dr.  Jackson  also  was  an  avid  stamp  collector. 

Dr.  Jackson  is  survived  by  his  widow,  Bella,  a 
daughter,  Mrs.  James  Shively,  Lakewood;  two  sons. 
Dr.  Ham  Jackson,  Fort  Morgan,  and  James  M. 
Jackson,  Las  Cruces,  New  Mexico,  and  eleven  grand- 
children and  six  great-grandchildren. 

Joseph  Raymond  Plank,  MD,  73,  of  Marion,  111., 
died  May  2,  1978  in  Marion  Memorial  Hospital. 

He  was  born  in  St.  Louis,  Mo.,  July  15,  1904. 

Dr.  Plank  had  practiced  medicine  in  Denver,  Colo, 
for  40  years  as  a general  practitioner  before  coming  to 
Marion  in  1972  as  a medical  staff  member  at  the  U.S. 
Penitentiary  at  Marion.  He  received  his  bachelor  de- 
gree and  medical  degree  from  Creighton  Medical 
School  and  a master’s  degree  in  surgery  from  Tulane 
University  in  1935.  Dr.  Plank  was  recognized  many 
times  for  his  surgical  ability. 

Dr.  Plank  was  an  assistant  professor  of  surgery  at 
the  Colorado  Medical  School  for  a number  of  years 
during  his  private  practice  in  Denver.  He  was  a fellow 
of  the  American  College  of  Surgeons,  The  American 
Society  of  Abdominal  Surgeons,  International  Col- 
lege of  Surgeons,  International  College  of  Angiology, 
Southwestern  Surgical  Congress;  he  was  a founder 
member  of  the  Denver  Academy  of  Surgery , honorary 
life  member  of  the  Colorado  Medical  Society,  Denver 
Medical  Society,  a life  member  of  the  American  Med- 
ical Association,  and  a member  of  the  Certified  Board 
of  Surgery. 

Other  affiliations  included  membership  in  the 
Western  Surgical  Association.  The  International 
College  of  Surgeons  appointed  Dr.  Plank  as  vice  re- 
gent of  the  State  of  Colorado.  Dr.  Plank  served  in  the 
U.S.  Army  Medical  Corps’  31st  General  Hospital  in 
the  Surgical  unit  at  Luzon,  Phillipines  for  four  and  a 
half  years. 

Dr.  Plank  is  survived  by  his  wife,  Mrs.  Armeda 
Morgan  Plank. 

Memorial  services  for  George  P.  Bailey,  MD,  a 
Lakewood  physician  for  50  years  were  held  at  the 
United  Methodist  Church. 

Bailey,  who  lived  in  Lakewood,  died  July  18,  1978 
in  Sun  City,  Arizona.  He  was  81. 

Born  Oct.  14,  1896,  in  Browning,  Mo.,  he  was 
graduated  from  the  University  of  Missouri  and  re- 
ceived his  medical  degree  from  Washington  Univer- 
sity in  St.  Louis,  Mo.  He  retired  from  his  long  practice 
of  medicine  about  a year  ago.  Before  retiring,  he 
served  as  athletic  team  physician  at  Lakewood  High 
School.  He  served  twice  as  president  of  the  Lakewood 
Chamber  of  Commerce,  and  was  an  avid  golfer, 
hunter  and  fisherman. 

Bailey  was  a member  of  the  Colorado  Medical  Soci- 
ety, a charter  member  and  past  president  of  the  Clear 
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Creek  Valley  Medical  Society,  a past  national  secret- 
ary of  the  American  Tuberculosis  Physicians  Associ- 
ation, a member  of  Lakewood  Country  Club  and 
Lakewood  Masonic  Lodge  170. 

He  married  Morea  A.  Booth  in  1926,  who  died  in 
January. 

Surviving  are  a son,  George  E.  Bailey  of  Boulder;  a 
brother,  Ben  Bailey  of  Missouri  and  four  grandchil- 
dren. 


tion,  and  the  Denver  Medical  Society. 

He  was  married  to  Mildred  Ashbaughin  Loveland, 
Colorado  in  1916,  and  he  is  survived  by  his  widow, 
and  two  daughters,  Nancy  Modesitt,  Englewood,  and 
Jeanne  Graves,  Winchester,  Massachusetts. 


Montana 


J.  Sims  Norman,  MD,  passed  away  at  St.  Mary- 
Corwin  Hospital  in  Pueblo  on  June  22,  1978.  He  is 
survived  by  his  wife,  Mrs.  Vera  Prosser  Norman  and 
two  daughters. 

He  was  born  Oct.  30,  1897,  at  Nobility,  Texas,  and 
attended  high  school  in  Oklahoma.  He  earned  a 
bachelor  of  science  degree  from  the  University  of 
Oklahoma  and  was  graduated  from  the  University  of 
Tennessee  Medical  School  in  1924.  He  came  to  Pueblo 
in  1929,  traveled  to  Europe  in  1930-31,  then  returned 
to  Pueblo  to  resume  his  career  in  orthopedic  surgery. 

He  performed  one  of  the  first  bone  grafts  in  Pueblo 
and  was  one  of  the  first  to  insert  a pin  into  a man’s 
hip.  He  held  emeritus  memberships  in  the  American 
College  of  Surgeons,  of  which  he  is  a fellow;  American 
Academy  of  Orthopedic  Surgeons;  American  Board  of 
Orthopedic  Surgeons;  of  which  he  was  a diplomat; 
Western  Orthopedic  Association;  Mid-Central  Or- 
thopedic Association;  South  Pueblo  Lodge  No.  31, 
AF&AM,  and  Pueblo  Country  Club. 

Services  were  held  in  Pueblo. 

He  is  survived  by  his  widow,  Mrs.  Vera  Prosser 
Norman,  and  two  daughters,  Mrs.  Jane  Baker,  San 
Gabriel,  California,  and  Mrs.  Mary  Dell  Pfiueger, 
Santa  Ana,  California. 

Services  were  in  Portland,  Oregon  for  longtime 
Denver  physician  and  surgeon  Horace  G.  Harvey, 
MD,  who  died  June  13,  1978. 

Harvey,  81,  was  born  in  Denver  on  July  5, 1896.  He 
was  graduated  from  Denver  East  High  School  and  the 
University  of  Colorado.  After  attending  the  Univer- 
sity of  Missouri  Medical  School  for  two  years,  he  was 
graduated  from  Northwestern  Medical  School  in 
Chicago  in  1921. 

Beginning  in  1922,  he  served  as  a rotating  intern  at 
Denver  General  Hospital  and  practiced  medicine 
until  his  retirement  in  1965. 

Harvey  then  moved  to  California  where  he  resided 
five  years  before  moving  to  Portland  in  1970. 

Survivors  include  his  wife,  Nedra;  a daughter,  Vir- 
ginia Nordlie,  Niceville,  Fla.;  a son,  Richard  L.  Har- 
vey, Denver,  and  six  grandchildren. 

Frank  J.  Evans,  MD,  died  in  Denver  on  July  24, 
1978  at  the  age  of  88.  Dr.  Evans  was  born  in  Denver, 
Colorado  on  February  24,  1890,  and  he  attended 
Denver  public  schools,  the  University  of  Denver,  and 
received  his  medical  degree  from  the  University  of 
Colorado  in  1912.  He  interned  at  Denver  General 
Hospital. 

He  practiced  medicine  in  Denver  from  1914  until 
retiring  in  1969.  He  served  on  the  surgical  staff  at  St. 
Anthony’s  Hospital.  He  was  a member  of  the  Col- 
orado Medical  Society,  American  Medical  Associa- 


Thomas J.  Kargacin,  MD,  of  Anaconda,  Mon- 
tana, died  May  23,  1978  at  the  age  of  78.  In  April  1940 
he  was  named  to  the  medical  staff  of  St.  Ann  Hospital, 
Anaconda,  and  practiced  there  until  1976  when  he 
retired,  and  moved  to  the  Anaconda  Community 
Hospital  Nursing  Home.  He  was  a member  of  the 
Montana  Medical  and  American  Medical  associa- 
tions. His  widow,  two  sons,  a daughter,  and  a brother 
survive. 

James  R.  Thompson,  MD,  Miles  City,  Montana, 
died  May  23  at  the  age  of  69.  He  had  practiced  since 
1939,  and  retired  in  1967  from  private  practice.  He 
then  served  as  a surgeon  at  the  Veterans  Administra- 
tion Hospital  until  1972.  He  was  a member  of  the 
Montana  and  American  medical  associations.  His 
tvife,  three  sons,  and  a sister  survive  him. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  lit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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From  Page  265 


Answer: 

At  first  glance  it  appears  as  if  a slow  idioven- 
tricular focus  might  be  present  with  occasional 
fusion  beats.  Actually  the  baseline  tracing 
shows  an  incomplete  right  bundle  branch  block 
(IRBBB)  pattern  (notched  upright  QRS  in  VI 
and  V2)  that  disappears  following  long  cycle 
lengths.  This  is  a variant  of  rate-related  bundle 
branch  block.  The  conduction  defect  appears 
only  during  the  shorter  R-R  cycles.  After  the 
longer  R-R  intervals,  the  right  bundle  has  more 
time  to  recover  full  conductivity  and  the  next 
sinus  impulse  has  no  conduction  delay.  In  this 
case,  there  are  two  mechanisms  for  longer  RR 
cycles:  PVC’s  (beats  2,  5,  and  8 in  the  top  strip, 
and  beats  3 and  9 in  the  bottom  strip)  and  slight 
sinus  slowing  (beats  4 and  5 in  the  middle  strip.) 
The  PVC’s  result  in  a normal  compensatory 
pause  and  the  subsequent  sinus  beat  shows 
normal  conduction  (rS  in  VI -2).  In  every  in- 
stance following  a long  R-R  cycle  the  IRBBB 
pattern  disappears. 


Rate-related  conduction  disturbances  can 
manifest  as  both  RBBB  or  LBBB  and  this 
phenomenon  may  be  quite  intermittent.  The 
usual  situation  is  a short-cycle  or  tachycardia- 
related  conduction  disturbance,  as  in  this  case, 
but  less  commonly,  there  can  be  a bradycardia- 
dependent  bundle  branch  block,  with  the  con- 
duction defect  appearing  only  eifter  longer  R-R 
cycles  and" disappearing  with  shorter  cycles. 

Further  evidence  of  this  interesting  ar- 
rhythmia is  seen  in  Figure  2 (continuous  strips 
taken  at  the  same  time).  Here,  intermediate 
beats  with  varying  configuration  are  seen,  rep- 
resenting differing  degrees  of  normal  and  . 
IRBBB  conduction.  The  cycle  length  relation- 
ship holds  up;  the  sinus  arrhythmia  results  in  ^ 
slight  variation  in  the  length  of  the  R-R  cycles, 
with  the  IRBBB  pattern  appearing  in  the  shor- 
ter R-R  cycles. 

Jonathan  Abrams,  MD  ) 
Albuquerque,  New  Mexico  ; 
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So  do  93%  of  the  other  people  employed  by  Grumman  Corporation. 

That’s  the  percentage  of  Grumman  employees  who  are  regular  investors 
in  the  Payroll  Savings  Plan. 

“People  understand  Savings  Bonds,”  says  Mr.  Bierwirth.  “They  really  do 
know  that  they  are  as  safe  an  investment  as  they  can  possibly  make.” 

An  employee  who  saves  regularly  is  “not  just  a better  employee  but  a 
better  citizen  in  his  community  in  every  way.” 

John  C.  Bierwirth  has  another  reason  for  believing  in  U.S.  Savings 
Bonds,  one  that  may  not  be  as  readily  apparent  to  the  average  Savings 
Bonds  subscriber 

“The  U.S.  Government  is  the  biggest  borrower  in  the  world  . . . and  it 
needs  to  have  a steady  source  of  funds.  Thus,  Savings  Bonds  are  important 
to  the  stability  of  the  economy  because  they  provide  a source  of  government 
funds  outside  the  traditional  money  markets.” 

Nevertheless,  Mr.  Bierwirth  feels  that  whether  for  practical  or  patriotic 
reasons,  “the  Plan  sells  itself.” 

To  receive  a free  information  kit,  about  the  Payroll  Savings  Plan, 
simply  write:  Director  of  Sales  U.S.  Savings  Bonds  Division, 

VJhshington,  D.C.  20226. 

A Public  Service  ol  This  Magazine  & The  Advertising  Council 


in^yperica. 

Buy  U.  S.  Savings  Bonds 


Jtdui  Cffimvirth*  bdieves 
die  United  States  is 
a sound  investment 


•Chairman  of  the  Board  and  Chief  Executive  Officer 
Grumman  Corporation. 


war  SHOULD  A PHTSICIAA  BE 
€09^€ERAED  ABOUT  HOSPITAL 
BAAAGEMEAT? 


Because  we  think  it  affects  your  patient's 
care. 

Employee  confidence  in  hospital  man- 
agement improves  morale  and  attitude:  two 
major  prescriptions  in  the  care  your  patients 
receive. 

Shared  Service  Systems,  a non-profit  organi- 
zation of  over  90  health  care  institutions  in  the 
Midwest,  can  provide  complete  manage- 
ment for  your  family  including  a highly 
trained  administrator  and  back-up  support  if 
and  when  required. 


for  more  information 
contact 


At  Shared  Service  Systems,  our  manage- 
ment philosophy  is  to  provide  effective 
modern  management  to  your  hospital  so 
that  your  patients  will  continue  to  receive 
local,  cost  effective  health  services. 

We  thought  you  should  know  about  us. 


SHARED  SERVICE  SYSTEMS 
1725  So.  20th  Street 
Omaha,  Nebraska  68108 
or  Phone:  (402)  346-9008 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 
Streptococcus 
Pneumococcus 


Neosporin 
Ointment 

(Polymyxin  B-Badtradn-Neomydn 

This  potent  broad-specfarum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


B 

Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


enhances  spreading. 


/ Burroughs  Wellcome  C 

/ Research  Triangle  Park 
Weicomi  / North  Carolina  27709 


In  vitro  overiapping  antibacterial  action  of 
Neospcsin®  Ointment  (polymyxin  B-badtr^n-neomydn). 


Neosporin 

Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contairs:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chrqnic  dermatoses. 

If  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparation; 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  includingfungi.  Appropriate  measurr 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  I 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Vterning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 


WANT  ADS 


MEDICAL  OPPORTUNITIES 


OB/GYN — Board  Certified  or  Board  eligible  for  Western  Colorado 
14- man  multi-specialty  group.  Balanced  practice  and  recreation  op- 
portunity. Area  served  provides  skiing,  mountain  trails,  fishing,  etc. 
Modem  clinic,  facility  located  next  to  community  hospital.  Send 
resume  or  contact:  G.  Thomas  Morton,  MD,  Glenwood  Medical 
Associates,  P.O.  Box  907,  Glenwood  Springs,  Colorado 
81601.  578-26-TFB 


WANTED:  Full-Time  Physician  for  Emergency  Room  work.  Two 
years  experience  or  residency  training  necessary.  Contact:  Extension 
516,  (303)  341-1371.  378-32-TFB 


INTERNISTS  (2),  FAMILY  PRACTITIONER,  DER- 
MATOLOGIST, OB/GYN,  ANESTHESIOLOGIST  for  Wyoming 
(Sweetwater  County).  Beautiful  recreational  area.  New 
$10,000,000  community  hospital.  Administration  patient  care  cen- 
tered. Population:  60,()00.  Contact:  Medical  Affairs  Committee, 
P.O.  Box  1527,  Rock  Springs,  Wyoming  82901.  Include 
Resume.  578-3-3B 


SALT  LAKE  CITY,  UTAH — Continuing  growth  means  continuing 
opportunities  for  physicians  to  join  multi-specialty  group  practice. 
Family  Health  Program;  contact  Darlene  Gladden:  (801)  355-1234 
or  send  CV;  323  South  600  East;  Salt  Lake  City,  Utah  84102;  FHP 
also  has  positions  available  in  Southern  California  and  Guam. 

578-27-4B 


OTOLARYNGOLOGIST:  Board  eligible,  available  July  1979. 
University  trained  in  all  aspects  of  Head  and  Neck,  Cosmetic  and 
Maxillo-Facial  Surgery,  Otology,  Allergy  and  ENG.  Six  years  sur- 
gical post-graduate  education  at  University  of  California,  San  Fran- 
cisco, and  Tulane  University.  AAOO  Merit  Award  for  Research. 
C V upon  request.  Desire  partnership  in  Mountain  States.  Write:  Box 
778-5-3B,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado,  80218.  778-5-3B 


INTERNIST  OR  FAMILY  PRACTITIONER  wanted  to  join  a four 
man  incorporated  group,  well-established,  in  a rapidly  growing 
Western  community.  Terms  to  be  discussed — partnership  in  1 year. 
Excellent  fringe  benefits  include  ample  time  off;  malpractice  insur- 
ance paid;  health,  accident,  and  life  insurance;  pension  and  retire- 
ment fund.  Contact:  Drs.  Watson  or  Hendrick,  850  1 Street,  Sparks, 
Nevada,  89431,  or  Call:  (702)  358-4755.  778-7-2B 


GILLETTE,  WYOMING  “Sharpest  town  in  the  West”  needs  full 
time  emergency  physician.  Annual  guarantee  $59,000.  Monday 
through  Thursday  schedule  will  maximize  your  free  time.  Modem 
hospital  with  new  one  under  construction.  Contact:  Joe  Gatewood, 
MD,  Chase  Stone  Center,  Holly  Sugar  Building,  Suite  440,  Col- 
orado Springs,  Colorado  80903,  or  Call  toll  free  1-800-325-3982  for 
details.  778-8-2B 


WANTED:  GENERAL  SURGEON.  Board  Certified  or  Eligible. 
General  Surgeon  preferably,  with  thoracic  and  vascular  experience 
to  join  a thirty-man  multispecialty  group.  Excellent  opportunity. 
Contact:  Lawrence  N.  Gorab,  MD,  Colorado  Springs  Medical 
Center,  209  South  Nevada  Avenue,  Colorado  Springs,  Colorado 
80903,  or  Call:  (303)  475-7700.  778-20-3B 


for  1978 


GENERAL  SURGEON  with  chest  and  vascular  experience.  Board 
Certified  or  Board  eligible  for  Western  Colorado  14-man  multi-spe- 
cialty group.  Balanced  practice  and  recreation  opportunity.  Area 
served  provides  skiing,  mountain  trails,  fishing,  etc.  Modern  clinic, 
facility  located  next  to  community  hospital.  Send  resume  or  contact: 
G.  Thomas  Morton,  MD,  Glenwood  Medical  Associates,  P.O.  Box 
907,  Glenwood  Springs,  Colorado  81601.  778-24-TFB 


ROCK  SPRINGS,  WYOMING.  DIRECTORSHIP  of  four  physi- 
cian Emergency  Department  Group  at  new  hospital.  Excellent  facil- 
ity; interesting  variety  of  trauma;  seeing  1,000-1,500  patients  on 
fee-for-service  contract.  Clinical/Administrative  income.  Send 
Curriculum  Vitae  to  Michael  Kramer,  MD,  2004  Fir  Drive,  Rock 
Springs,  Wyoming  82901,  or  Call  toll  free  1-800-325-3982. 

778-  22-2B 


DERMATOLOGIST.  Board  certified,  seeks  solo  location  or  associ- 
ation in  the  Rocky  Mountain  area.  Write:  Box  778-12-3B,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  778-12-3B 


ANESTHESIOLOGIST,  Board  eligible,  with  fellowship  completed 
in  Intensive-Care  Medicine  at  large  University  Trauma  Center,  with 
latest  therapy  innovations  and  invasive  monitoring  techniques. 
Available  after  March  1979.  Write:  Box  978-2- IB,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  978-2-2B 


EMERGENCY  MEDICINE  OPPORTUNITY  available  in  Colorado 
Springs.  Attractive  salary,  flexible  scheduling,  malpractice  pro- 
vided. For  more  information  contact:  Mrs.  Mary  Obsitnik, 
Emergency  Medicine  Management  Systems,  PO  Box  36443,  Dallas, 
Texas  75235,  or  Call  collect  to:  (214)  350-4991.  978-3-lB 


WANTED:  PHYSIQAN  to  provide  medical  services  and  to  direct 
medical  component  for  an  outpatient  Migrant  and  Community 
Health  Center.  Medical  component  composition:  Physicians  assis- 
tant; Public  Health  nurse;  Laboratory  technician;  two  LPN’s;  Nu- 
tritionist and  Nutrition  Assistant;  salary  range  $32-35,000.  Benefits 
include  malpractice  and  health  insurance.  Professional  dues,  state, 
and  local.  Position  to  be  filled  by  September  30,  1978.  Please  submit 
application/resume  to  Agustin  Puente,  Project  Director,  Programa 
de  Salud  de  Northern  Colorado,  PO  Box  67,  Gill,  Colorado 
80624.  978-4- IB 


WANTED:  SURGEON  to  share  fully  furnished,  equipped  office, 
including  consultation,  waiting,  and  treatment  rooms.  500-1300 
square  feet  available  at  3005  East  16th  Avenue,  Denver,  Colorado 
80206.  Call:  (303)  388-1605.  978-5-lB 


GENERAL  INTERNIST,  partially  retired,  seeks  part-time  employ- 
ment. Particularly  interested  in  patient  care.  Can  give  12-20  hours 
per  week  in  a fixed  schedule.  Metropolitan  Denver  or  vicinity. 
Please  write  Box  978-6- IB,  c/o  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  978-6-lB 


FAMILY  PHYSICIAN,  young,  board-certified,  residency-trained, 
desires  a small  group  of  similar  to  practice  full  scope  of  Family 
Medicine.  Would  prefer  Northeastern  Colorado  community  of  20- 
50,000.  Please  contact:  Dr.  William  Salter;  (408)  268-4651. 

978-7- IB 
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GENERAL  PRACTITIONER,  31,  seeks  outpatient  practice  in  rural 
West.  Contact:  Mark  Newman,  MD,  Box  158,  Sundance,  Wyoming 
82729,  or  Call:  (307)  283-3713.  978-8-lB 

PHYSIQAN’S  ASSISTANT  desires  employment  in  Rocky  Moun- 
tain area.  Will  graduate  from  AMA-accredited  PA  program  in  Sep- 
tember 1978,  and  take  PA  boards  in  October  1978.  BA  from  SUNY 
at  Stony  Brook.  Available  October  1978.  Write:  Kevin  Mannion, 
356  Bryant  #2,  Cincinnati,  Ohio,  45220.  978-9- IB 

PRIMARY  CARE  INTERNISTS  (2)  needed  in  branch  office  of 
multispecialty  group  of  50  physicians.  A unique  opportunity  to  join  a 
vigorous  group  in  fine  Rocky  Mountain  location.  Excellent  salary  for 
two  years,  followed  by  partnership  which  includes  a generous  incen- 
tive factor.  Write  or  Call:  Paul  V.  Hoyer,  MD,  Medical  Director, 
The  Billings  Clinic,  PO  Box  2555,  Billings,  Montana  59103.  Phone: 
(406)  252-4141.  978-10-lB 


INTERNIST.  ABIM-certified/Oncologist.  Board  eligible.  Univer- 
sity trained,  research  experience.  Seeks  group  practice,  internal 
medicine,  oncology,  in  Denver  or  surrounding  area.  Prefer  salaried 
position  with  no  initial  capital  investment.  Please  reply  c/o  Box 
978-11-lB,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado  80218.  978-1 1-lB 

PEDIATRICIAN,  33,  university  trained  (PL3  at  University  of  Col- 
orado), board  eligible,  with  additional  training  in  development, 
seeks  general  pediatric  practice  in  front-range  Colorado  or  northern 
New  Mexico  community  in  association  with  previously  established 
pediatricians.  Write:  Eben  Carsey,  MD,  1524  Jasmine  Street,  Den- 
ver, Colorado,  80220,  or  Call:  (303)  377-5820.  978- 13- IB 

HEART  OF  ROCKY  MOUNTAINS— FAMILY  PRACTITION- 
ERS needed  to  associate  with  established  group.  Two  hours  from 
Denver,  45  minutes  to  Vail.  Call:  collect  (303)  486-1264,  Leadville 
Medical  Center,  PC.  778-13-2B 

OB/GYN.  Will  complete  my  residency  and  be  board  eligible  in 
OB/GYN,  February  1,  1979.  Interested  in  private  practice  in  Col- 
orado £is  an  associate  graduate  of  University  of  Texas  Medical 
Branch,  Galveston,  1965.  Rotating  internship  1966.  In,  general 
practice  in  San  Antonio,  Texas  for  nine  years  before  starting  resi- 
dency. Am  Diplomate  and  Fellow  in  AAFP.  Write:  Box978-15-lB, 
c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218.  978-15-lB 

SIOUX  FALLS,  SOUTH  DAKOTA  FAMILY  PRACTICE  RES- 
IDENCY is  seeking  a full  time  Assistant  Director.  Position  open 
immediately.  Program  size  presently  28  residents  enlarging  to  36.  A 
strong  affilliation  exists  with  the  University  of  South  Dakota  School 
of  Medicine,  and  appointments  to  the  faculty  are  available.  Board 
certification  required  and  experience  in  Family  Practice  desirable. 
Salary  negotiable.  Send  resume  to:  L.J.  Sweeney,  MD,  or  Howard 
Hoody,  MD,  1800  South  Summit  Avenue,  Sioux  Falls,  South 
Dakota  57 105,  or  call:  (605)339-1783.  Equal  Opportunity/Affirma- 
tive  Action  Employer.  978- 18- IB 

GASTROENTEROLOGIST  AVAILABLE,  31,  ABIM,  Univer- 
sity-trained. Clinically  oriented.  All  endoscopic  procedures  includ- 
ing ERCP,  Polypectomy,  etc.  Finish  training  June  1979.  Will  prac- 
tice some  general  medicine  if  needed.  Contact:  C.R.  McMurchy, 
MD,  3 Elliott  Street,  Charleston,  South  Carolina  29401. 

978-19-3B 

AN  ENJOYABLE  PRACTICE  OPPORTUNITY  in  lovely  Santa  Fe, 
New  Mexico  for  a full-time  Family  Practitioner  to  work  in  a salaried 
position  in  a clinic  with  hospital  practice  and  full  time  ER  coverage. 
To  start  immediately.  Write  La  Familia  Medical  Center,  Box  5395, 
Santa  Fe,  New  Mexico,  87501,  or  call:  Dr.  Kullman  or  Dr.  Cohen, 
(505)  982-4425.  978-22-2B 


PHYSICIANS  SOUGHT  BY  OUR  HOSPITAL  and  Health  Care 
clients.  As  leaders  in  physician  recruitment,  we  can  help  you  meet 
the  right  people.  All  fees  are  paid  by  the  hiring  Institution.  Im- 
mediate openings  in  Rocky  Mountain  region  for  ER  Physicians, 
Anesthesiologists,  Pediatrician,  OB/GYN,  General  Surgeon,  Or- 
tho-Surgeon, Internist,  Family  Practice,  Neuro-Surgeon.  Call:  Roth 
Young,  (303)  753-1272  or  send  resume  inconfidence  to  2755  South 
Locust  Street,  #114,  Denver,  Colorado  80222.  One  of  the  26  offices 
coast  to  coast.  978-21-lB 

PHYSIQAN  POSITION  SOUGHT  for  July  1,  1979.  Degree  from 
AAMC/AMA  accredited  medical  school  and  ability  to  obtain 
Wyoming  licensure  required.  Ability  to  relate  to  university  students 
and  function  in  health  care  team  setting  required.  Salary  range 
$30, 768-532,922. 00.  Contact:  Victor  G.  Henry,  MD,  Director, 
Student  Health  Service,  University  Station,  Box  3068,  Laramie, 
Wyoming,  82071.  University  of  Wyoming  is  an  Affirmative  Ac- 
tioa'Equal  Opportunity  Employer.  M/F.  978-23-3B 


PROPERTIES— FOR  LEASE 

NOW  LEASING:  FOUNTAINHEAD  PROFESSIONAL  PLAZA. 
Luxury  medical  office  space  in  the  Southeast  Denver-Aurora  area; 
junction  of  Havana  and  Parker  Road.  Five  minutes  to  Aurora  Com- 
munity and  Aurora  Presbyterian  hospitals.  Call:  Dr.  Ron  Yaros, 
(303)  755-3495  or  751-3321.  978-1-lB 

OFFICE  SPACE  AVAILABLE  in  new  Medical  Building — 
Lakewood,  Colorado.  Available  February  1979.  Supporting  ser- 
vices with  pharmacy,  x-ray,  lab  and  computer  services.  Limited 
space  remaining.  Investment  opportunities  may  be  available  for 
tenants.  Lakewood  Medical  Center.  Contact:  M.E.  Fouts,  Call: 
(303)  893-6639.  978-12-lB 

COLORADO  MOUNTAIN  VALLEY  FOR  SALE.  Contact:  Hay 
Creek  Ranch,  Box  1214,  Breckenridge,  Colorado,  80424. 

978-14-lB 

FOR  LEASE:  OUTSTANDING  QUALITY  SPACES  in  South  Den- 
ver Medical  Building,  across  from  Porter  Hospital.  One  space  at  500 
square  foot,  and  a second  space  at  1 ,(X)0  square  foot.  Priced  at  the 
excellent  rate  of  $7.50  per  square  foot.  Also  available  in  October  are 
sublet  spaces  up  to  3 ,000  square  foot  at  most  competitive  base  rental 
rates.  Can  modify  to  suit  your  needs.  Available  immediately.  Espe- 
cially suitable  for  Family  Practice,  Ophthalmologist,  or  Allergist. 
X-ray  lab  and  Pharmacy  on  premises.  Phone  or  write:  L.  Ted  Den- 
ton, Garrett-Bromfield  Company,  (303)  572-3400,  or  730  17th 
Street,  Suite  820,  Denver,  Colorado  80202.  978- 16- IB 


FOR  LEASE:  Space  available  in  new  professional  building  across 
from  Penrose  Community  Hospital  in  fast-growing  NE  section  of 
Colorado  Springs.  Building  will  be  completed  about  December 
1978.  For  information  contact:  Dr.  Jack  Kring,  (303)  473-8211  or 
Dr.  Richard  Carter,  (303)  471-0520.  978-17-lB 

MISCELLANEOUS 

DIVORCE?  Change  of  custody?  Modification  of  supptort?  Lawyer 
Maurice  R.  Franks  has  experience  representing  doctors  in  divorce. 
Attorney  Franks  is  a member  of  the  Bar  of  the  United  States  Supreme 
Court.  Offices  at  Pueblo  Memorial  Airport,  Pueblo,  Colorado 
81001.  Call:  (303)  948-4100.  578-12-3B 

PART-TIME  SECRETARIAL,  RECEPTIONIST,  OR  CLERICAL 
POSITION  DESIRED.  Medical  secretary  experienced  with  Dic- 
ta(5hone,  typing,  shorthand,  and  bookkeeping  skills  would  like  12  to 
15  hours  per  week  either  in  Denver  or  Southeast  medical  office. 
Please  call:  771-2983  before  9 am  or  after  4 pm.  978-20- IB 
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Additional  information  available  to  the  profession  on  request. 
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MISERY  LOVES  COMPANY! 


Sure  exercise  is  hard  work  — especially  by  yourself.  But  when  you  bring  your  friends  to 
Franklin  Street  you'll  also  find  it  economical  because  we  offer  discount  memberships  to 
groups  of  four  or  more. 

And  you'll  even  find  it  fun  because  in  our  fitness  classes  your  energies  will  erupt  to  the 
sounds  of  today's  music  from  our  custom  designed  stereo  system.  And  on  our  racquetbalJ 
courts  you  can  improve  your  game  as  well  as  your  heart  rate.  Or  on  our  rooftop  jogging 
track  you  can  start  training  for  next  year's  marathon.  Plus  we  provide  stress  testing  as  an 
integral  part  of  our  total  fitness  program. 

Come  by  and  bring  a friend.  Better  yet  bring  several.  Or  phone  861-4675  for  further 
information. 
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RANALGESK 


A SALICYLATE  DERMAL  DEUVERY  SYSTEM 
FOR  REUEF  OF  MUSCLE  AND  JOINT  FAIN 


LOWER  BACK 
PAIN 


PANALGESIC  PROVIDES  PATIENTS: 


Effective  relief  of  minor  pain  in  arthritis 
low  back  and  overexerted  muscles. 

58%  salicylate  content  for  effective 
analgesia. 

Soothing,  warming  relief  of  pain  and 
stiffness. 


A proven  dermal-absorption  method  of 
medication  delivery. 

Enhanced  local  circulation  at  painful 
site  due  to  gentle  rubbing  and  counter- 
irritant  properties. 


CAUTION:  Do  not  use  around  eyes  or  in  sensitive  genital  area.  Keep  out  of  reach  of  children. 


POYTHRESS  .basic  therapeutics  for  modern  patient  management. 


William  R Poythress  & Company,  Inc.,  Richmond,  VA  23261 


©William  P Poythress  & Company,  Inc.  1978 
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Neosporiri 
Ointment 

(Polymyxin  B-Badtradn-Neomydn! 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 
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Bacitracin 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Polymyxin  B 

Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Eschetichia 


This  potent  broad-spectnim  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susex;ptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Walcomt . 


Burroughs  Wellcome  D 

Research  Triangle  Park 
North  ^rolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-badtradn-neomydn). 


Ointment 


(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

VWien  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chrqnic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  fhe  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS;  As  with  other  antibacterial  preparations 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  includingfungi.  Appropriate  measure 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicjty  and  nephrotoxicity 
have  been  reported  (see  Vterning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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EDITOR’S  NOTE:  A portion  of  the  article  entitled  "Thrombocytosis:  Practical  approach  to  diagnosis 
and  treatment”  by  Martin  J.  Rubinowitz,  MD,  Denver  was  accidentally  omitted  from  the  Sep- 
tember/October 1978  issue.  The  corrected  case  reports  are  as  follows: 


CASE  REPORTS 

Case  1:  G.N.  is  a 53-year  old  white  female  who  developed 
severe  bilateral  epistaxis  on  December  31,  1977  and  was 
hospitalized  in  Nebraska.  Her  initial  blood  counts  were  as 
follows:  The  hematocrit  was  53,  the  white  blood  count 
(WBC)  was  26,900  with  a left  shift  and  a platelet  count  was 
four  million.  Her  epistaxis  was  poorly  controlled  with  nasal 
packs,  and  she  was  transferred  to  St.  Joseph  Hospital  in 
Denver  on  January  3,  1978. 

In  1963  she  had  a right  hemicolectomy  for  carcinoma  of 
the  colon.  No  evidence  of  recurrence  was  found  during  ab- 
dominal surgical  procedures  in  1964  and  1968. 

Physical  examination  disclosed  a well-nourished  white 
female  in  acute  distress.  A left  nasal  pack  was  in  place  and  a 
large  clot  protruded  from  the  right  nasal  orifice.  Her  blood 
pressure  was  138/90  and  pulse  rate  was  112.  The  rest  of  the 
physical  examination  was  normal.  Lymphadenopathy, 
hepatosplenomegaly,  and  ecchymoses  were  not  found. 

Admission  laboratory  data  included  an  hematocrit  of 
47.5,  a WBC  of  26,300  with  a left  shift  (15  stabs  but  no 
younger  cells  presenc),  and  a platelet  count  of  3.6  million. 
Normal  studies  included  serum  sodium,  chloride,  CO2,  total 
proteins,  albumin,  phosphorus,  uric  acid,  creatinine,  total 
bilirubin,  alkaline  phosphatase,  SGOT,  protein  elec- 
trophoresis, and  urinalysis. 

The  serum  potassium  was  markedly  elevated  (5.9  - 7.9 
mEq/L.),  but  plasma  potassium  determinations  were  nor- 
mal. Her  initial  plasma  calcium  values  were  high  (10.7  - 
11.7  mg.),  but  normal  at  the  time  of  discharge.  Ionized 
calcium  and  parathormone  levels  were  normal.  A bone  scan 
disclosed  two  insignificant  areas  of  abnormal  uptake.  Other 
abnormal  tests  included  a high  leukocyte  alkaline  phos- 
phatase of  175,  an  LDH  of  455  U,  a prolonged  bleeding  time 
of  ten  minutes  and  a low  cholesterol  of  124  mg.  Platelet 
adhesivity  and  aggregation  were  normal. 

A superficial,  soft,  mobile  right  upper-quadrant  mass  was 
discovered  several  days  after  admission.  The  diagnosis  of  a 
benign  renal  cyst  was  established  by  means  of  an  IVP  and 
sonogram.  A proctoscopic  examination,  barium  enema,  and 
CEA  were  normal. 

Bone  marrow  aspiration  disclosed  massive 
megakaryocytosis  with  lesser  degrees  of  hyperplasia  of  the 
other  cell  lines  and  absent  iron  stores.  These  findings  were 
consistent  with  a diagnosis  of  essential  thromboc3d;hemia. 

After  the  nasal  pack  was  removed  several  days  later, 
bleeding  did  not  recur.  She  was  begun  on  Myleran  10  mg. 
daily:  January  4,  1978.  The  platelet  count  remained  in  the 
range  of  five  million  until  January  21st  and  then  began  to 
fall.  It  was  1.3  million  on  January  27th  at  the  time  of 
discharge.  She  was  tapered  off  Myleran,  and  the  platelet 
count  reached  a value  of  182,000  on  February  7th. 


Comment 

The  diagnosis  of  essential  or  hemorrhagic 
thrombocythemia  was  established  by  criteria 
which  will  be  discussed  later.  Reactive  throm- 
bocytosis secondary  to  colon  carcinoma  was 
excluded  because  the  workup  did  not  show  evi- 
dence of  recurrence. 

Case  2:  B.  H.  is  a 75-year  old  white  female  who  had  sudden 
onset  of  severe  substernal  chest  pain  which  radiated  to  both 
arms  and  was  associated  with  dyspnea  and  diaphoresis.  She 
was  promptly  admitted  to  St.  Joseph  Hospital  in  Denver 
November  3,  1977. 

In  1966  she  had  a left  colectomy  and  a large,  malignant- 
appearing  but  histologically  benign  polyp  was  removed. 
During  that  procedure  a splenectomy  was  done  for  technical 
reasons. 

Phvsical  examination  showed  an  obsese  white  female  in 
moderate  distress.  A grade  II/VI  basilar  systolic  ejection 
murmur  was  heard.  Lymphadenopathy  and  hepatomegaly 
were  not  found. 

Admission  laboratory  data  included  an  hematocrit  of  41.3 
and  a WBC  of  12,500  with  normal  differential  and  platelet 
estimate. 

While  hospitalized  she  developed  classic  electrocardiog- 
raphic and  enzymatic  changes  of  an  acute  inferior  wall 
myocardial  infarction.  Her  CPK  rose  to  as  high  as  2690  U. 
Serial  chest  x-rays  showed  bilateral  pleural  effusions  with- 
out evidence  of  heart  failure.  Although  a lung  scan  did  not 
disclose  definite  evidence  of  embolization,  she  was  an- 
ticoagulated because  this  diagnosis  was  strongly  suspected. 

On  November  14th,  her  platelet  estimate  was  reported  as 
increased.  A count  of  780,000  was  obtained.  Subsequently,  a 
maximum  value  of 950,000  was  recorded  on  November  26th. 
Her  platelet  count  decreased  to  735,000  on  November  30th 
at  discharge  and  to  472,000  on  January  16,  1978. 

Comment 

This  patient  had  reactive  thrombocytosis  pre- 
sumably secondary  to  the  combination  of  the 
previous  splenectomy,  massive  myocardial  in- 
farction and  possible  pulmonary  emboli.  The 
treatment  adminstered  was  specifically  for  the 
underlying  diseases  and  not  for  thrombocytosis 
per  se. 
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The  Children’s  Hospital 

77th  ANNUAL  PAUL  R.  HACKETT  MEMORIAL 
SYMPOSIUM 

November  17,  1978 

Plaza  Cosmopolitan  Hotel,  Denver,  Colorado 

Contact;  Mary  Webster,  The  Children  s Hospital,  1056  East 
19th  Avenue,  Denver,  Colorado  80218,  or  Call:  (303)  861- 

8888. 


American  College  of  Physicians 


NEW  MEXICO  POSTGRADUATE  REGIONAL  MEETING 
December  1-2,  1978 

Savage  Auditorium,  Presbyterian  Medical  Center, 
Albuquerque,  New  Mexico 


PULMONARY  MEDICINE-UPDATE  1979 
March  14-16,  1979 

University  of  Colorado  Medical  Center,  Denver,  Colorado 

Contact:  Fred  H.  Hanold,  MD,  1421  E.  Dartmouth  NE,  Al- 
buquerque, New  Mexico 


Rose  Medical  Center 

BEDSIDE  APPROACH  TO  CARDIAC  DIAGNOSIS 
December  7-8,  1978 

Arthritis  Treatment  Center  Auditorium,  Rose  Medical 
Center,  4567  East  9th  Avenue,  Denver,  Colorado 

Credit:  16  hours  Category  1;  16  elective  hours  AAFP 
Contact:  Department  of  Education,  Rose  Medical  Center, 
4567  East  9th  Avenue,  Denver,  Colorado  80220 


Lovelace  Medical  Center 

SURGICAL  AND  NON-SURGICAL  TREATMENT  OF 

DISEASES  OF  THE  PANCREAS 

December  9,  1978 

Airport  Marina  Hotel,  Albuquerque,  New  Mexico 

Credit:  Category  1 AMA 


NEW  MEXICO  METABOLISM  SYMPOSIUM 

March  8-10,  1979 

Holiday  Inn,  Taos,  New  Mexico 

Credit:  AMA  Category  1 


SKIN  CANCER  AND  MELANOMA 

Recent  Advances  in  Diagnosis,  Immunology,  and  Therapy 
March  23-24,  1979 

Airport  Marina  Hotel,  Albuquerque,  New  Mexico 

Credit:  AMA  Category  1 

Contact:  Office  of  Medical  Education,  Lovelace  Medical 
Center,  5400  Gibson  Boulevard  SE,  Albuquerque,  New  Mexico 
87108. 


American  College  of  Surgeons 

THE  MANAGEMENT  OF  PATIENTS  WITH  THERMAL 
INJURIES 

December  14-16,  1978 
Denver  Hilton,  Denver,  Colorado 

Credit:  22  hours  Category  1 AMA 

Contact:  John  A.  Boswick,  Jr.,  MD,  4200  East  9th  Avenue, 
Box  C-309,  Denver,  Colorado  80262 


American  Urological  Association,  Inc. 

SOUTHEASTERN  SECTION  POSTGRADUATE  SEMINAR 
New  Orleans  Hilton  Hotel,  New  Orleans,  Louisiana 

December  14-17, 1978 

Contact:  American  Urological  Association,  Inc.,  P.O.  Box 
1129,  Aspen,  Colorado,  81611,  or  Call:  (303)  925-2018. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

PEDIATRICS 
January  6-10,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

LUNG  DISEASE  IN  CHILDREN 

January  10-13,  1979 
Vail,  Colorado 

Credit:  Category  1 
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HORIZONS  IN  SURGERY 
January  14,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

NEW  APPROACHES  TO  CLINICAL  PROBLEMS  IN 
INTERNAL  MEDICINE 

January  28-February  3,  1979 

Wildwood  Inn,  Snowmass,  Colorado 

Credit:  AMA  Category  1.  AAFP  Credit  applied  for. 


5TH  ANNUAL  WINTER  SKIN  SEMINAR 
February  11-16,  1979 
Aspen,  Colorado 

Credit:  AMA  Category  1.  Prescribed  credit  for  AAD. 

* * * 

ABNORMALITIES  IN  SEXUAL  DIFFERENTIATION 
February  18-23,  1979 
Aspen,  Colorado 

Credit:  AMA  Category  1 

RECENT  ADVANCES  IN  HEMATOLOGY-ONCOLOGY 
March  5-9,  1979 
Aspen,  Colorado 

Credit:  Approved  for  AMA  Category  1 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262, 

National  Jewish  Hospital  and  Research  Center  - National 
Asthma  Center 

7TH  ANNUAL  RESEARCH  SYMPOSIUM 

Advances  in  Selected  Allergic  and  Immunologic  Disease 

January  8-12,  1979 

Keystone  Resort,  Keystone,  Colorado 

Credit:  20  hours  Category  1 AMA;  20  hours  prescribed 
AAFP. 

Contact:  Hyman  Chai,  MD,  National  Asthma  Center,  1999 
Julian  Street,  Denver,  Colorado  80202 


Tablets 

PERCOCET-S  (E 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen, 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  if  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET--5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERCOCET" -5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore.  PERCOCET® -5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERCOCET --5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCOCET^-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET*-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus, 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIDNS  The  CNS  depressant  effects  of 
PERC0CET*-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required. 
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Boulder  Memorial  Hospital  • University  of  Colorado  Medi- 
cal Center 

FIRST  ANNUAL  COLORADO  PAIN  SYMPOSIUM 
January  15-19,  1979 
Aspen,  Colorado 

Credit:  26  hours  Category  1 AMA 

Contact:  Boulder  Memorial  Hospital,  Department  of  Semi- 
nars, 31 1 Mapleton  Avenue,  Boulder,  Colorado  80302. 


American  College  of  Cardiology 

TENTH  ANNUAL  CARDIOVASCULAR  CONFERENCE 
Snowmass  Resort,  Snowmass,  Colorado 

January  15-19,  1979 

Contact:  Mary  Ann  Mclnerny,  American  College  of  Cardiol- 
ogy, Division  of  Continuing  Education,  9650  Rockville  Pike, 
Bethesda,  Maryland  20014. 

Beth  Israel  Hospital 

4TH  ANNUAL  VAIL  FAMILY  PRACTICE  CONFERENCE 
February  10-17,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

3f3f.3f. 

2ND  ANNUAL  VAIL  UROLOGY  CONFERENCE 

February  10-17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1. 

★ ★ ★ 

5TH  ANNUAL  VAIL  OB/GYN  CONFERENCE 

February  17-24,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

Sf.3f.3f. 

4TH  ANNUAL  VAIL  PSYCHIATRY  CONFERENCE 

February  17-24,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

1ST  ANNUAL  VAIL  EMERGENCY  MEDICINE  /CRITICAL 
CARE  CONFERENCE 

February  17-24,  1979 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 
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9TH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE 
February  24  to  March  3,  1979 

Aspen  Institute  for  Humanistic  Studies,  Aspen,  Colorado 

Credit:  AMA  Category  1 

2ND  ANNUAL  VAIL  CANCER  CONFERENCE 
March  3-10,  1979 

Credit:  AMA  Category  1 

★ ★ ★ 

1ST  ANNUAL  VAIL  SPORTS  MEDICINE  CONFERENCE 


1ST  ANNUAL  VAIL  GERONTOLOGY  CONFERENCE 

March  10-17,  1979 

The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

4TH  ANNUAL  VAIL  INTERNAL  MEDICINE  CONFERENCE 

March  17-24,  1979 

The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

1ST  ANNUAL  VAIL  PEDIATRICS  CONFERENCE 


March  3-10,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

*** 

4TH  ANNUAL  VAIL  GENERAL  SURGERY  CONFERENCE 

March  10-17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 


March  17-24,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

Contact:  Beth  Israel  Hospital  Conference  Program,  P.O.  Box 
11366,  Denver,  Colorado  80211 

Montana  Academy  of  Family  Physicians 
MEDICAL-SKI  CONFERENCE 
January  23-26,  1979 
Big  Mountain,  Whitefish,  Montana 


Contact:  R.D.  Buchanan,  MD,  P.O.  Box  220,  Columbia  Falls, 
Montana  59912. 


WHY  SHOlIIvD  A PHTSICIAA  BE 
COACERAED  ABOUT  BOSPITAE 
MAAAGEMEAT? 


Because  we  think  it  affects  your  patient's  care. 

Employee  confidence  in  hospital 
management  improves  morale  and  attitude: 
two  major  prescriptions  in  the  care  your 
patients  receive. 


At  Shared  Service  Systems,  our  management 
philosophy  is  to  provide  effective  modern 
management  to  your  hospital  so  that  your 
patients  will  continue  to  receive  local,  cost 
effective  health  services. 


Shared  Service  Systems,  a non-profit 
organization  of  over  90  health  care  institutions 
in  the  Midwest,  can  provide  complete 
management  for  yourfacility  including  a highly 
trained  administrator  and  back-up  support  if 
and  when  required. 


for  more  information 
contact 


We  thought  you  should  know  about  us. 


SHARED  SERVICE  SYSTEMS 
1 725  So.  20th  Street 
Omaha,  Nebraska  68108 
or  Phone:  (402)  346-9008 
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New  Mexico  Academy  of  Family  Physicians 

RUIDOSO  MEDICAL  SYMPOSIUM 
January  26-27,  1979 

Inn  of  the  Mountain  Gods,  Mescalero,  New  Mexico 

Credit:  4 hours  CME 

Contact:  James  A.  Schneider,  MD,  1528  Five  Points  Road, 
SW,  Albuquerque,  New  Mexico  87105. 


Arizona  Society  of  Pathologists 

SELECTED  HORIZONS  IN  INFECTION  DIAGNOSIS  AND 
LABORATORY  MANAGEMENT 

January  27-28,  1979 

Tucson,  Arizona 

Credit:  7 hours  AMA  Category  1 

Contact:  Mary  Wood,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013. 


American  Diabetes  Association 

16TH  ANNUAL  COLORADO  DIABETES  INSTITUTE 

March  11-15,  1979 

Aspen  Institute,  Aspen,  Colorado 

Credit:  16  hours  Category  1 AMA 

Contact:  Arnold  R.  Schwanke,  1045  Acoma  Street,  Denver, 
Colorado  80204. 


Announcing  the  6th  Annual  Symposium 
February  1 3-1  7,  1 979  Holiday  Inn, 

Taos,  New  Mexico 
14  hours  CME  credit  applied  for  from  AAFP 
and  AMA 

Topics  covering: 

Exercise  and  the  Heart  (6  hrs.) 
Gastroenterology  (4  hrs.) 

New  Drug  Therapy  & Trauma  (4  hrs.) 
Additional  activities  with  special  four-day  group 
rates  scheduled  at  Taos  Ski  Valley 
Advance  registration  required.  Registration  fee 
of  $100.00  Includes  continental  breakfast  for 
two  each  morning  and  two  hosted  receptions. 
Registration  deadline  January  31 , 1979.  Limited 
to  1 00  participants. 

For  further  information  contact: 

Albuquerque  & Bernalillo  County  Medical 
Association 

2650  Yale  Bfvd  , SE  Suite  103 
Albuquerque.  New  Mexico  87106 
Phone  (505)  247-3711 
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Tablets 

Percodan®  (n) 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4.50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming),  224  mg  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain, 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done. aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and. 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN*.  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications. 
PERCODAN  s is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN  * should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN^  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore.  PERCODAN*  should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN*  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracraniai  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN*  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN®  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  seventy  of  the  pain  and  the 
response  of  the  patient.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN  * may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1.  Determine  need 

2.  Prescribe  a rapid- 
acting agent 


What  is  causing  pain?  How  is  it  perceived  by 
you  and  your  patient? 

Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 


MininiiZ6  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients. 


4.  Provide  adequate 
analgesia  with 
minimum  doses 


Schedule  II  classification  means  no  refills,  no 
telephone  Fbc.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 
needs. 

Consider  PERCODAN®  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 


each  yellow,  scored  tablet  contains:  4,50  mg  oxycodone  HQ 
(WARNING:  may  be  habit  forming).  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming).  224  mg  aspirin.  1 60  mg 
phenacetin.  32  mg  caffeine 


® is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


100  mg  250  mg  500  mg 


Toliiiase 

tolazamide,Upjolin 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


U-5695-6 

© 19  77  THE  UPJOHN  COMPANY 


Simultaneous  Bilateral  Collimator  Provides  Multiple 
Views 

Two  simultaneous  recorded  projections  which  are 
matched  in  space  and  time  from  existing  gamma  scintillation 
cameras  can  be  compared  through  the  Simultaneous  Bilateral 
Collimator  developed  by  Cardiac  Medical  Systems.  Studies 
such  as  first-pass  and  multiple-gated  blood  pool  imaging, 
which  are  greatly  enhanced  by  the  use  of  computers,  benefit 
even  further  in  clinical  information  content  by  additional 
views. 


New  Diamond  Knife  From  Du  Pont 

A diamond  knife  with  a cutting  edge  length  of  from  two  to 
six  millimeters  will  be  available  in  a limited  quantity.  It  is 
designed  to  provide  maximum  performance  when  used  in 
any  "Sorvall”  ultramicrotome,  particularly  the  new  micro- 
processor-controlled MT5000.  The  MT5000  from  Du  Pont 
features  microprocessor  logic  for  improved  accuracy  and 
reproducability. 


Du  Pont  Non-Lubricated  "Vespel”  Vanes  Used  to 
Power  Surgical  Instruments 

American  Safety  Equipment  Corporation  medical  in- 
struments now  provide  air-powered  vane  motors,  power 
plants  for  small  hand-held  medical  instruments  made  for 
orthopedic,  plastic,  and  reconstructive,  oral,  and  veterinary 
surgery.  The  motors  run  from  20,000  to  38,000  rpm,  averag- 
ing 30,000  rpm. 

Choice  of  "Vespel”  vanes  made  of  Du  Pont  SP-211 
polyimide  resin  was  made  after  discovery  that  such  parts 
would  run  without  oil  and  are  easily  sterilized. 


Searle  Cardiac  Probe  Developed 

The  Gamma/Cor  RCG  Cardiac  Probe,  an  advanced  nu- 
clear instrument,  has  been  developed  by  Searle  Radio- 
graphics, a division  of  Searle  Diagnostics,  Inc.,  to  examine 
heart-attack  victims  and  other  heart  patients.  It  was  in- 
cluded in  the  annual  listing  of  the  100  most  significant  new 
technical  products  of  1978  sponsored  by  Industrial  Re- 
search/Development Magazine. 

The  Gamma/Cor  uses  radioisotopes  to  obtain  rapid  read- 
ings ofheart  function  with  unprecedented  speed,  measuring 
heart  effectiveness  at  pumping  blood.  It  replaces  such  high- 
risk  and  costly  procedures  as  placing  a catheter  in  the  heart. 
The  Gamma/Cor  also  requires  a much  smaller  radioisotope 
dose  than  other  nuclear  medical  instruments  used  for  car- 
diac diagnosis. 


Quad  Cane  Designs  Offered 

Lumex,  Inc.,  manufacturer  of  geriatric  equipment,  pa- 
tient seating,  and  institutional  and  home  care  equipment, 
has  developed  a new  line  of  Quad  Canes  with  noise-reduc- 
ing, locking  collets.  Rolled  edges  which  prevent  bruising 
and  scraping  of  ankles,  Ortho-Ease  handgrip,  and  an  ad- 
justable height  range  are  other  benefits  of  Quad  Canes. 


Hypertension  Target  of  New  Product 

Diulo  (metolazone),  a diuretic  effective  in  treatment  of 
hypertension,  has  been  introduced  by  G.D.  Searle  & Co.  In 
clinical  trials  the  new  agent  has  been  demonstrated  highly 
effective  in  treating  hypertension  with  a single  daily  dosage 
regimen,  which  encourages  patient  compliance. 


New  Parenteral  Drug 

Dobutrex,  a synthetic  catecholamine  to  treat  cardiac  de- 
compensation, is  being  introduced  by  Eli  Lilly  and  Com- 
pany, following  approval  by  the  FDA.  The  drug  is  indicated 
for  the  short-term  treatment  of  adults  with  depressed  car- 
diac contactility  resulting  from  organic  heart  disease  or 
from  cardiac  surgical  procedures. 

Dale  Urinary  Collection  Support  Introduced 

BAKA  Manufacturing  Company,  Inc.  has  introduced  the 
Dale  Urinary  Collection  Support,  a catheter  tube  and  uri- 
nary bag  holder  as  an  extended  reservoir  for  ileal  conduit 
devices,  easily  worn  under  clothing,  and  non-phlebitic. 


Digital  Electronic  Sphygmomanometer  Marketed 

Gulf-(- Western’s  Applied  Science  Laboratories  is  market- 
ing a new  S/D-600®  digital  electronic  sphygmomanometer 
for  blood  pressure  measurements  arrived  at  accurately  and 
reliably  without  use  of  stethoscope  but  uses  a special  elec- 
tronic sensor  in  the  cuff  to  detect  Korotkoff  sounds.  A 
number  of  audio/visual  signals  have  been  built  into  the 
instrument  to  facilitate  proper  use. 


New  Continuous  Recorder  Designed  for  Use  in  M- 
Mode  Ultrasound  Systems 

Tektronix  has  introduced  the  4633A  Continuous  Recor- 
der which  features  a dry  silver  recording  process,  a 100 
mm/second  paper  rate,  and  front  paper  load  and  paper  exit. 
Recording  is  done  on  dry  silver  paper  using  a fiber-optic 
CRT  writing  system  in  sharp,  clear  images  with  a wide  grey 
scale  range,  with  lasting  qualities.  The  system  is  available 
to  OEM  system  designers  only. 


Premature  Babies  Assisted  by  New  Zealand  Invention 

Development  of  the  "Premicare”  incubator,  a new  and 
refined  version  of  the  well-known  "Marford”  incubator, 
which  eliminates  interior  incubator  noise,  a threat  to  in- 
fants’ hearing  has  been  announced  by  C.W.  Martin  Ltd.  in 
Auckland,  New  Zealand.  Stability  of  temperature  and 
humidity  is  assured  and  associated  hygiene  and  cleaning 
problems  are  simplified. 
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\\bmake 
big  ideas  happen 
in  profit  sharing. 

^make 
big  ideas  happen 
inpensk»is. 

Village  Inn  Pancake  Houses 
wanted  to  offer  employee 
benefits  tied  directly  to  company 
profits.  As  trustee,  we  manage 
the  assets  to  provide  long-term 
gi’owth.  It’s  an  incentive  plan 
that  helps  everyone  work  toward 
keeping  profits  up. 

The  Metro  Denver  Sewage 

District’s  idea  was  to  offer 
employees  a retirement  plan 
they  could  count  on.  We  helped 
set  up  a “defined  benefit” 
program  which  establishes  the 
amount  each  employee  will 
receive  based  on  salary  and 
years  of  service. 

\^niake 
big  ideas  happen 
insavings. 

\^bniake 
big  ideas  happen 
in  stock  {dans. 

Mitchell  & Sons’  big  idea  was  to 
develop  a thrift-savings  plan  for 
their  employees  matching 
employee  contributions  with 
company  contributions.  The 
program  we  designed  provides 
their  employees  with  balanced 
investments  to  achieve  their 
retirement  goals. 

American  Television  and 
Communications  Corp.  had  an 
idea  to  provide  incentive  for 
employees  to  share  in  ownership 
of  the  company.  Upon  retirement, 
each  eligible  employee  receives 
shares  from  the  trust.  We  serve 
as  trustee  for  the  Employees 

Stock  Ownership  Plan. 

These  are  just  four  examples  of  companies 
we’ve  helped.  So  if  you’ve  been  thinking 
about  a new  plan,  or  if  you’d  like  to 
improve  the  results  of  your  present 
progi'am,  call  or  write.  Colorado  National 
Bank,  P.O.  Box  5168,  Denver, 


Colorado  80217, 

(303)  893-1862,  Ext.  2662. 

We  make 

big  ideas  happen 

in  employee  benefits. 


EDITORIALS 


O, 


'n  returning  from  the  Wyoming  State  Medical 
Society’s  annual  session  at  Jackson,  one  could  chance 
upon  President  Carter’s  visitor- register  notation  from  a 
week  earlier  at  the  Chapel  of  the  Transfiguration: 
“Jimmy  Carter/The  White  House,  Washington, 

D.C. /‘Georgia  was  never 

About  Identity  Overlooked  by 

„ e . the  Press  Corps  and  to  date 

Confusion.  . ...  .u  . 

''  by  souvenir  collectors,  that 

register  basks  in  a spec- 
tacular view  of  the  Tetons. 

Rocky  Mountain  residents  of  late  have  had  scant 
cause  to  feel  identified  with  national  policy  on  water. 
Similarly,  our  modest  physician  population  and  tiny 
clout  with  AMA  power-centers  have  encouraged  many 
physicians  to  opt  inward  from  organized  medicine  and 
national  affairs  — compounding  further  our  political 
impotence  regionally  as  a profession.  Arizona’s  House 
of  Delegates  barely  turned  aside  in  May  a resolution  to 
terminate  Arizona’s  unified  State/AMA  membership 
(it  has  a trustee  on  the  AMA  Board)  — and  would 
otherwise  have  been  confronted  by  a companion  reso- 
lution to  permit  county  affiliation  independently  from 
state.  Colorado’s  senior  AMA  delegate  (of  two) 
cautioned  Colorado’s  House  in  September  that  a few 
more  lost  AMA  memberships  and  his  state  will  halve 
its  delegation  to  the  minimum  of  one. 

Still,  there  must  be  something  right  about  the  Rocky 
Mountains.  President  Carter’s  vacation  choice  and 
comment  have  meaning.  Few  emigres  set  forth  from 
our  states  voluntarily  for  Newark  and  Los  Angeles. 
Our  smaller  numbers,  more  space  between  people,  a 
mountain  tradition  of  self-sufficiency,  and  our  climate 
all  soften  the  impact  of  pressures  imposed  from  afar. 

Although  we  have  neither  antidotes  nor  leverage 
with  which  to  confront  a national  ooze  toward  depen- 
dency on  government,  we  luxuriate  regionally  in  some 
ways  as  a vestigal  enclave  of  geography,  self-reliance, 
and  the  mountain  man’s  distrust  of  what’s  new  and 
popular  in  the  flatlands.  Still,  our  active  involvement  at 
all  three  levels  of  organized  medicine  is  indispensable 


to  coping  with  complex  and  accelerating  changes  in 
our  professional  roles.  And  it’s  our  only  viable  chance 
for  input,  however  small,  as  physicians  can  still  be 
differentiated  from  mere  technicians  for  hire  by  the 
government. 


J?  DA’s  “Drug  Bulletin’’  to  physicians  (August- 
September  1978)  gently  reports  that  in  the  case  of 
phenytoin  (“Dilantin”  sodium)  there  is  “new  evi- 
dence that  dissolution  and  absorption  rates  differ  for 
different  dosage  forms,  and  . . . between  different 

brands  of  this  anticon vul- 
Generic  sant  drug.”  Doctors  are  to 

equivalency”  be  advised  by  new  labels  to 

- revisited. 

age  form  and  one  man- 


ufacturer’s product”. 

One  can  anticipate  delight  in  the  protected  phar- 
maceutical domains  and  consternation  among  the 
“generic  is  just  as  good”  troops.  We  applaud  FDA's 
courage  in  this  release  and  are  again  reminded  that 
medical  decisions  must  rest  upon  fact  rather  than  upon 
monolithic  policy  — even  in  our  cost-containment 
search  for  what’s  cheapest. 


Having  had  our  show  of  grammatical  goofs,  it  is 
with  charity  that  we  excerpt  from  American  Medical 
News  the  AMA’s  “ethical”  statement  vis  a vis  Dr. 
Peter  Bourne  (p.  5,  Sept.  22,  1978): 

(Editor’s  note:  The  AMA  said,  “Any  physician  who 

prescribes  a controlled  sub- 
stance to  a patient  whom 
he  knows  is  using  a ficti- 
tious name  is  breaking  the 
law  . . .”) 

We  are  reminded  of  the  old  saw  about  the  college 
boy  newly  back  from  Harvard  answering  the  phone: 

. . . “and  whom  is  this  calling,  plea.se?” 


Accusatively 

Speaking 
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utting  a new  word  to  an  ancient  tradition. 
Dr.  Thomas  W.  Patrick,  Jr.,  of  Hastings-on- 
Hudson  hopes  to  get  people  wogging  in  a big 
way. 

That  they  have  been  wogging  for  most  of  their 
lives  in  one  way  or 
another  and  take  it  for 
Wogging  granted  may  concern 

him  considerably.  But 
wogging  is  what  many 
people  who  are  jogging  should  be  doing.  They 
should  be  walking  fast  if  they  are  doing  a good 
job  of  their  wogging. 

Dr.  Patrick  seems  to  think  that  if  enough 
letters  go  out  to  enough  caring  editors  that  he 
may  wog  some  minds.  He  wrote  The  New  York 
Times.  They  printed  his  letter.  He  wrote  us.  We  are 
doing  this. 

As  he  wrote  the  Times,  “Wogging  is  walking  fast. 
It’s  good  exercise,  it  gets  you  there  sooner,  and  it  tends 
to  discourage  muggers.” 


William  Proxmire,  the  senatorial  jogger,  supports 
wogging,  explaining  that  “for  many  people  to  wog  a 
mile  is  much  better  than  to  jog  a mile  or  run  a mile.” 

True,  individuals  with  cardiovascular  or  pulmonary 
conditions,  post-operative  patients,  the  obese,  and 
those  with  orthopedic  conditions  are  among  those  who 
won’t,  can’t,  or  possibly  shouldn’t  jog.  For  them  a wog 
is  ideal. 

Dr.  Patrick  thinks  the  word  wog  turns  people  on  to  a 
new  concept  of  walking  fast.  It  could  bring  about  an 
entirely  new  social  grouping.  A wogging  elite. 

After  all,  thanks  to  Dr.  Henry  Blackburn  at  the 
University  of  Minnesota  School  of  Public  Health  it  is 
already  building  a new,  if  slightly  negative  vocabulary; 
it  is  “anti-atherogenic  and  anti-diabetogenic,  and 
anti-hypertensinogenic  and  weight-losing  even  on  an 
ad-lib  diet.” 

So  jog  on,  joggers,  while  the  woggers  wog  on! 

Allen  Young 
Assistant  Editor 


OUR  COVER 


The  subject  is  Western,  the  style  open  and 
strong  and  western,  and  the  artist  is  a Denver 
native,  Joseph  E.  Velazquez,  Westerner. 

Of  his  painting,  "Mountain  Man,”  Velazquez 
writes,"!  feel  there  is  no  period  in  American 
history  more  exciting,  robust, 
and  brimming  with  adventure 
than  the  era  of  the  mountain 
man.” 

Because  European  men 
wished  to  wear  beaver  hats,  men 
of  French,  French-Canadian, 
English  and  American  origin  went  into  the 
wilds  of  the  West.  Like  the  wilderness  where 
they  trapped,  they  became  hostile  and  rugged, 
enduring  hardships  by  developing  animal  in- 
stincts for  survival.  It  is  such  an  individual,  a 
man  of  independence  and  sensitivity  to  nature, 
that  is  portrayed  by  Velazquez,  The  actual 
model  is  Walt  (Griz)  Hayward,  founder  of  the 


organization  of  American  Mountain  Men. 

Velazquez  was  born  in  Denver  in  1942,  and 
expressed  himself  in  drawings  from  the  time  his 
mother  gave  him  crayons  and  paper  before 
going  to  school.  Designs,  portraits,  advertise- 
ments, and  architectural  renderings  were  the 
stuff  of  artistic  expression  for  Velazquez.  After 
college  at  Colorado  State  University  he  worked 
at  Mountain  Bell  as  a directory-promotion  ar- 
tist, while  continuing  his  experimentation  in 
drawing  and  paintings  were  given  admiration 
by  Arizona  galleries  he  decided  to  become  a 
painter  as  professional. 

The  Rocky  Mountain  Medical  Journal  is 
please  to  offer  to  readers  prints  of  the  por- 
trait, in  a limited  edition  of  450,  signed  and 
numbered  in  full  color,  offset  lithograph 
prints  of  21”  by  17”  dimensions  for  $125.00, 
plus  $3.50  handling  charges,  including 
shipping  and  insurance,  a total  of  $128.50. 
(See  coupon  at  page  325.) 
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Health  care  in  jails 


Bernice  B.  Elkin,  MD 
Casper,  Wyoming 


"Overcrowding  and  underfunding  have 
pushed  the  nation’s  county  jails  to  a crisis  point. 
Inmates  have  resorted  to  lawsuits  against  the 
states  and  their  jailors  in  order  to  alleviate  un- 
sanitary conditions  and  the  lack  of  medical 
care  — and  the  courts  are  finding  in  favor  of  the 
inmates.”  This  quotation  from  an  article  in  the 
American  Medical  News,  September  5,  1977, 
summarizes  the  problem,  the  solution  and  the 
drawbacks  of  providing  medical  services  to  jail 
inmates.  The  problem:  poor  facilities,  low  pay, 
and  needy  persons;  the  solution:  legal  mandates 
(also  moral);  the  drawbacks:  litigious,  demand- 
ing patients  in  a system  foreign  to  most  medical 
practitioners.  It  is  a sign  of  the  times  that  prison 
inmates,  society’s  rejects,  castaways,  dropouts 
and  failures,  are  demanding  that  they,  too,  be 
granted  their  "right”  to  medical  treatment;  and 
their  demands  are  being  heard,  if  not  met. 

This  article  will  deal  with:  (1)  Supreme  Court 
decisions  concerning  prisoners’  medical  care;  (2) 
American  Medical  Association’s  efforts  to  assist 
law  enforcement  agencies  to  comply  with  these 
decisions;  and  (3)  description  of  a pilot  project 
for  prisoners’  health  care  in  Casper,  Wyoming’s 
city-county  jail  facility.  When  the  term  "pris- 
oner” or  "inmate”  is  used  in  this  article,  it  refers 
to  persons  who  are  incarcerated  in  city-county 
jail  facilities  and  who  may  or  may  not  as  yet 
have  been  tried,  convicted,  and  sentenced  in 
court.  Those  awaiting  trial  in  jail  without  being 
able  to  get  out  on  bond  generally  are  people  who 
have  the  sparsest  physical,  mental,  financial, 
and  social  resources  in  our  society.  The  term 
"jail”  refers  to  local  facilities  where  persons  are 
either  awaiting  trial  or  serving  short-term  sen- 
tences after  having  been  convicted. 

Grant  application,  Natrona  County  Sheriffs  Office,  1977. 


I.  U.S.  Supreme  Court  decisions  concerning 
prisoners’  medical  care. 

In  1976,  the  United  States  Supreme  Court 
ruled  that  "the  principle  that  cruel  and  unusual 
punishment  shall  not  be  inflicted  establishes 
the  government’s  obligation  to  provide  medical 
care  for  those  it  is  punishing  by  incarceration. 
An  inmate  must  rely  on  prison  authorities  to 
treat  his  medical  needs.”  The  Court  concluded 
"deliberate  indifference  to  serious  medical 
needs  of  prisoners  constitutes  the  unnecessary 
and  wanton  infliction  of  pain  . . . proscribed  by 
the  Eighth  Amendment”.  Modification  of  this 
statement  was  made  in  an  earlier  court  deci- 
sion. "This  does  not  mean  that  every  prisoner 
complaint  requires  immediate  diagnosis  and 
care,  but  that  adequate  medical  treatment  be 
administered  when  and  where  there  is  reason  to 
believe  it  is  needed.”  In  another  court  decision  it 
was  stated  that  "in  determining  whether  medi- 
cal care  was  essential  in  a given  case,  the  ques- 
tion is  whether  a physician  exercising  ordinary 
skill  and  care  would  have  concluded  that  the 
symptoms  evidenced  a serious  injury;  whether 
the  potential  for  harm  by  reason  of  delay  or 
denial  of  medical  care  was  substantial”.  The 
right  of  the  prisoner  is  to  medical  care;  however, 
it  is  "not  to  the  type  or  scope  of  medical  care 
which  he  personally  desires”. 

On  the  other  hand,  the  courts  have  stated  that 
it  is  "the  duty  of  prison  authorities  to  provide 
overall  health  care,  including  sanitation  and 
diet  as  well  as  medical  care.  An  individual  in- 
carcerated, whether  for  a term  of  life  for  the 
commission  of  some  heinous  crime  or  merely  for 
the  night  to  'dry  out’  in  the  local  drunk  tank, 
becomes  both  vulnerable  and  dependent  upon 
the  state  to  provide  certain  simple  and  basic 
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Fig.  I . Minimum  Security  Detention  Dormitory  at  Natrona  County 
Jail,  Casper,  Wyoming. 


human  needs.  Examples  are  food,  shelter  and 
sanitation.  Facilities  may  he  primitive,  hut  they 
must  be  adequate.  Medical  care  is  another  such 
need.  Denial  of  necessary  medical  attention 
may  well  result  in  disabilities  beyond  that  con- 
templated by  the  incarceration  itself.” 

II.  American  Medical  Association’s  prison  care 
projects. 

In  1976-77,  the  American  Medical  Associa- 
tion received  a grant  from  the  Law  Enforcement 
Assistance  Administration  for  the  purpose  of 
studying  medical  care  and  health  services  in 
correctional  institutions  and  suggesting  pilot 
programs  for  improved  services.  Having  ven- 
tured into  areas  where  previously  only  social 
workers  and  clergymen  dared  to  tread,  the 
American  Medical  Association  staff  realized 
that  there  were  many  attendant  issues  regard- 
ing medical  services  for  prisoners  that  required 
attention  and  consideration.  What  "right”  does 
a prisoner  have  to  medical  treatment?  What 
"right”  does  a prisoner  have  to  refuse  treat- 
ment? What  about  the  issue  of  confidentiality  of 
a prisoner’s  medical  records?  How  much  and 
what  kind  of  medical  care  are  prisoners  entitled 
to? 

Some  of  these  questions  have  been  answered 
by  court  decisions,  making  clear  that  prisoners 
cannot  have  all  of  the  medical  care  of  the  kind 
they  personally  desire  whenever  they  wish.  The 
physician’s  duty  to  the  prisoner  is  the  same  as  to 
anyone  to  whom  he  gives  medical  treatment.  In 
an  effort  to  clarify  these  issues  for  the  medical 
profession,  a series  of  pamphlets  were  written 
by  American  Medical  Association  staff  attor- 
neys addressing  such  topics  as  "Inmate  Medical 


Fig.  2.  Hospital  cell  in  Natrona  County  Jail,  directly  opposite  to 
nurse-matron  office,  used  for  detainees  requiring  special  observa- 
tion or  attention. 


Records  and  Jail  Inmates’  Right  to  Refuse 
Treatment”  and  "Constitutional  Issues  of  the 
Prisoner’s  Right  to  Health  Care”.  These  were 
found  to  be  most  helpful,  although  the  inherent 
evasiveness  of  the  legal  system  is  demonstrated 
in  the  following  quotations  from  "Inmate  Medi- 
cal Records”.  "Any  treatment  rendered  (by  a 
physician)  establishes  a relationship  between 
the  physician  and  the  person  treated.  Notes 
made  by  a physician  in  treating  a confined  per- 
son should  be  kept  confidential  subject  to  the 
interests  of  the  patient,  the  welfare  of  the  com- 
munity and  any  applicable  laws.”  Counsel  then 
goes  on  to  say,  "There  are,  however,  . . . excep- 
tions to  the  confidentiality  doctrine,  communic- 
able disease  which  could  imperil  the  welfare  of 
the  community,  medical  conditions  which  could 
endanger  the  welfare  of  the  inmate  (e.g.  heart 
or  back  problems,  dietary  restrictions,  etc.); 
statutory  directives  to  report  medical  condi- 
tions of  inmates  to  correctional  authorities.  In 
such  situations  the  physician  would  have  a duty 
to  provide  information  to  those  having  the  re- 
sponsibility for  the  inmates’  care.”  Counsel  con- 
cludes, "Physicians  providing  medical  care  in 
correctional  institutions  must  protect  inmates’ 
confidences  as  they  would  any  patients.  They 
must  (however)  safeguard  the  health  and  wel- 
fare of  both  the  individual  and  the  community. 
Disclosures  of  medical  information  which  are  so 
directed  do  not  violate  the  physician’s  duty  of 
confidentiality.” 

In  addition  to  providing  information  to  physi- 
cians about  the  legal  issues  involved  in  treating 
prison  inmates,  the  American  Medical  Associa- 
tion has  also  established  standards  for  jail 
health  care  and  has  instituted  an  accreditation 
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Fig.  3.  Control  room  at  Natrona  County  Jail. 


award  for  jails  meeting  its  standards.  The 
American  Medical  Association  was  assisted  by 
federal  funds,  the  American  Bar  Association, 
and  the  American  Institute  of  Architects. 

III.  A pilot  project  for  health  care  in  Natrona 
County  — Casper  City  jail. 

In  1977,  a new  city-county  jail  facility  was 
under  construction  in  Casper,  Wyoming,  a 
community  of  about  50,000  persons  in  central 
Wyoming.  In  assessing  the  problems  of  inmate 
care,  the  following  observations  were  made  by 
the  sheriff s department. 

1 . No  women  employees  to  search  or  watch  over 
women  and  juvenile  prisoners. 

2.  Many  prisoners  (a  large  percentage  of  whom 
were  not  residents  of  Natrona  County  nor  of 
the  State  of  Wyoming)  had  on-going  medical 
problems  requiring  attention  and/or  medica- 
tion. Jail  personnel  have  no  knowledge  of 
medical  needs  or  dispensing  of  medications. 

3.  Frequently  prisoners  bring  prescription 
medication  with  them  and  state  that  dire 
consequences  will  result  if  they  do  not  re- 
ceive their  medicine. 

4.  If  a prisoner  has  a local  physician,  there  is  no 
one  available  at  the  jail  to  communicate 
medical  symptoms  properly  to  the  doctor  or 
to  take  orders  from  him  over  the  telephone  or 
in  person. 

5.  Law  enforcement  personnel  had  difficulty 
assessing  the  seriousness  of  prisoners’  medi- 
cal complaints. 

The  suggested  solution  to  these  and  other 
health  problems  of  prisoners  was  to  hire 


licensed,  registered,  and  practical  nurses  to 
serve  as  matrons  for  the  jail  complex.  These 
nurses,  in  addition  to  having  current  Wyoming 
licenses  by  their  Board  of  Examiners,  were  to 
receive  intensive  training  as  police  officers  and 
jail  management  persons.  They  were  to  be  hired 
as  law  enforcement  personnel  whose  medical 
training  would  provide  on  site  screening  of  the 
health  needs  of  prisoners.  In  addition,  under  a 
physician’s  directions  they  could  take  medical 
histories,  dispense  medication,  and  perform 
other  ordinary  nursing  tasks. 

The  program  was  started  in  the  Fall  of  1977, 
four  months  before  completion  of  the  new  jail,  at 
a conference  at  the  local  hospital  consisting  of 
the  hospital  administrative  emergency  room 
physicians,  the  part-time  county  health  officer, 
the  Chairman  of  the  Board  of  Health,  and  in- 
terested physicians.  The  count}^  health  officer 
helped  to  select  qualified  nurses  for  the  nurse- 
matron  positions,  and  a physician  was  ap- 
pointed to  evaluate  the  medical  functioning  of 
the  program  and  to  serve  as  liaison  person  be- 
tween the  nurse-matrons  and  the  Board  of 
Health.  On  site  visits  were  made  weekly  for  six 
weeks,  during  which  interviews  with  nurse- 
matrons  and  with  medically  treated  prisoners 
were  conducted.  Visits  were  then  made  at  in- 
creasing intervals  until  the  18th  week,  when 
monthly  visits  were  instituted.  The  nurse-ma- 
trons had  designed  health  records  in  addition  to 
their  regulation  law  enforcement  records  and 
various  health  statistics  are  being  compiled. 
The  liaison  physician,  in  that  capacity,  served 
as  an  evaluating  and  not  a treating  physician; 
but,  from  time  to  time  would  serve  as  consultant 
(as  do  other  physicians  according  to  their 
specialties)  in  severe  cases  of  alcoholism  and 
psychosis. 

Since  the  program  has  been  operating  for  only 
a short  period  of  time,  it  is  too  soon  to  identify 
any  definite  trends.  In  general,  it  appears  that 
communication  between  medical  and  law  en- 
forcement personnel  has  improved,  primarily 
because  of  the  presence  of  medically  trained 
persons  within  the  law  enforcement  system. 
Prisoners’  health  needs  are  evaluated  early  and 
attended  to  rapidly,  if  necessary.  Nurse-ma- 
trons feel  some  discomfort  in  their  dual  roles  as 
medical  and  law  enforcement  persons,  but  so  far 
have  been  able  to  tolerate  their  situation.  The 
community  physicians,  in  general,  continue  to 
serve  as  back-up  persons  in  their  respective 
fields,  while  the  fulltime  emergency  room 
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physicians  are  available  at  all  times  for  medical 
services.  Many  new  questions  have  been  raised 
by  this  project  concerning  continued  funding, 
legal  responsibilites,  etc. , but  so  far  it  appears  to 
be  functioning  smoothly. 

In  summary,  a discussion  of  the  problems  of 
prisoners’  health  care,  the  American  Medical 


Association’s  solutions,  and  description  of  a 
pilot  project  has  been  presented.  The  utilization 
of  nurses  for  both  medical  and  law  enforcement 
purposes,  under  joint  Board  of  Health  and 
Sheriff’s  Department  supervision,  may  answer 
some  of  the  difficult  problems  of  prisoner’s 
health  care.* 
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Giant  lymph  node  hyperplasia 
simulating  malignant  lymphoma 


Donald  F.  Mahnke,  MD,  Casper,  Wyoming 


As  is  well  known,  not  all  things  are  what  they 
may  appear  to  be  on  first  observation.  The  fol- 
lowing case  history  and  discussion  illustrate 
this  point  and  may  bring  to  your  attention  the 
potential  hazards  of  a difficult  diagnostic  entity 
which  if  incorrectly  treated  would  have  had 
long-term  effects  on  the  emotional,  psychologi- 
cal, and  perhaps  physiological  state  of  a teenage 
girl  and  her  family. 

Case  Report 

T.W.,  a 14-year-old  white  female  was  first  seen  February 
13,  1976,  with  a complaint  of  a movable  abdominal  mass 
found  on  prior  physical  examination  in  another  town  8 to  14 
months  previously.  The  patient  had  been  unaware  of  the 
mass  herself.  The  mass  had  been  asymptomatic.  She  was 
seen  by  a family  practitioner  who  felt  the  patient  should 
have  further  investigation  into  the  nature  of  the  mass.  The 
patient  was  small  for  her  age  with  a height  of  56-%  inches 
and  weight  of  72-%  pounds  at  age  14.  The  parents  were 
concerned  about  her  size  since  both  father  and  mother  were 
above  average  height,  and  of  normal  weight,  and  three 
siblings  were  of  normal  stature  and  weight.  At  her  family 
physician’s  clinic,  she  had  an  IVP  and  upper  GI  series, 
which  were  normal.  CBC  showed  a mild  anemia;  urinalysis 
and  12-channel  SMA  studies  were  normal. 

Physical  examination  on  the  initial  visit  was  unremark- 
able except  for  the  small  size  and  the  presence  of  a 5 - 6 cm. 
mass  immediately  beneath  the  umbilicus,  which  was  freely 
movable  and  nontender. 

Because  of  the  small  stature,  the  patient  was  referred  to 
an  endocrinologist  for  evaluation.  Her  birth  weight  had 
been  6 pounds  13  ounces  and  birth  length  22  inches.  Both 
the  patient  and  her  parents  felt  no  growth  had  taken  place 
in  the  past  year.  She  did  have  early  pubertal  changes. 

Growth  hormone  levels  were  within  normal  limits.  At 
this  point,  it  was  felt  the  patient  had  no  endocrine  abnor- 
malities to  account  for  her  small  size,  and  it  was  the  opinion 
of  the  author  that  the  abdominal  mass  probably  was  a 
mesenteric  or  omental  benign  cyst.  She  was  advised  she 
should  have  a surgical  exploration  after  hospitalization  and 
further  studies  to  attempt  to  identify  the  lesion. 

The  patient  was  hospitalized  on  February  25,  1976. 
Further  laboratory  studies  included  a skull  series,  which 
was  normal,  and  thyroid  function  studies,  which  included 
T-3,  T-4,  and  T-7  showed  an  elevation  of  the  T-4  to  22%  with 
normal  for  this  lab  5.4  - 13,  and  T-7  of  5.21  with  normal  of 
0.97  - 4.03.  These  studies  were  drawn  after  the  patient  was 
heparinized,  however,  and  probably  are  not  meaningful. 
The  preop  chest  x-ray  was  normal. 


The  patient  was  taken  to  surgery  on  February  26,  1976, 
where  exploration  disclosed  a 7 cm.  solid,  well-encapsu- 
lated, brown,  rounded  mass  in  the  mesentery.  The  surfaces 
bulged  when  cut,  and  there  was  a soft  fleshy  consistency  to 
the  tissue.  There  were  many  lymph  nodes  adjacent  to  the 
large  mass  with  the  same  appearance,  and  they  ranged  in 
size  from  0.5  to  1,5  cm.  The  spleen  was  two  to  three  times 
enlarged  and  had  enlarged  lymph  nodes  about  the  splenic 
pedicle.  The  liver  was  questionably  enlarged. 

The  mass  was  removed  and,  on  frozen-section  diagnosis, 
was  felt  to  be  a malignant  lymphoma  of  undetermined  type. 
In  view  of  the  frozen  section  diagnosis  and  gross  findings,  it 
was  felt  staging  for  possible  Hodgkin's  was  reasonable.  A 
splenectomy,  liver  biopsy,  and  bilateral  renal  biopsies  were 
done,  as  well  as  elective  appendectomy. 

Postoperatively,  the  patient  developed  a small  left 
pleural  effusion  which  resolved  spontaneously.  Her  platelet 
count  rose  to  1.9  million,  and  she  received  aspirin  and  hepa- 
rin for  this.  Her  course  was  otherwise  unremarkable  post- 
operatively. 

The  histologic  diagnosis  on  these  specimens  on  perma- 
nent section  was  malignant  lymphoma  of  undetermined 
type.  Because  of  the  difficulty  in  categorizing  this  lesion, 
consultation  was  obtained  outside  of  this  city,  and  the  con- 
sultant’s diagnosis  was  lymphocytic  lymphoma  moderately 
well  differentiated  with  splenic  involvement. 

The  spleen  weighed  265  gm.  (normal  maximum  for  this 
age  is  170  gm).  The  kidney  and  liver  biopsies  were  normal, 
and  the  appendix  was  normal. 

Because  of  the  diagnosis,  consultation  with  a 
hematologist-oncologist  was  obtained.  It  was  his  feeling  he 
would  like  further  consultation,  and  the  patient  was  refer- 
red to  Stanford  University  for  further  evaluation. 

After  reviewing  the  specimens  and  slides,  it  was  the  con- 
clusion of  Dr.  Ronald  F.  Dorfman  that  this  patient  did  not 
have  a malignant  lymphoma  but  had  benign  giant  lymph 
node  hyperplasia  as  described  by  Keller  and  Dorman,  and 
the  patient  was  returned  to  her  home  with  recommendation 
of  no  further  therapy. 

With  further  conflict  in  the  diagnosis,  another  consulta- 
tion was  obtained  with  M.D.  Anderson  Hospital  and  Tumor 
Institute  of  Pathology  whose  diagnosis  concurred  with  the 
Stanford  group.  It  was  their  feeling  that  the  liver  was  also 
involved.  This  diagnosis  is  most  likely  correct.  As  of  this 
writing,  eighteen  months  postsurgery,  the  patient  has 
grown  from  a height  of  56-%  inches  to  61-%  inches  and 
gained  weight  from  72-%  pounds  to  95  pounds  and  is  feeling 
extremely  well  and  is  much  more  active  than  prior  to  her 
surgery. 

Discussion 

In  1956  Castleman  et  aP  reported  a series  of 
cases  from  Massachusetts  General  Hospital 
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presenting  with  cough  and  colds  (and  otherwise 
asymptomatic),  mediastinal  masses  and  were 
initially  thought  to  be  thymomas. 

Lattes  and  Pachter^  reported  twelve  cases  of 
benign  lymphoid  masses  which  they  thought 
were  hamartomas  in  1962. 

Malloy  and  Spink^  reported  a case  in  1968  of 
an  angiomatous  lymphoid  hamartoma  in  the 
retroperitoneum  presenting  with  weakness  in 
the  legs. 

Neerhart,  Larson  and  Mansur^  reported  on 
two  cases,  and  reviewed  the  literature  in  1969 
and  found  62  cases  of  what  they  describe  as 
mesenteric  lymphoid  hamartoma  associated 
with  chronic  hypoferremic  anemia,  growth  fail- 
ure, and  hyperglobulinemia. 

In  1972,  Keller,  Hochholzer  and  Castleman® 
and  Dorfman  in  1974®  put  the  disease  in  what  is 
probably  the  proper  classification.  Castleman  et 
al®  reviewed  183  cases. 

There  were  two  histologic  types: 


1.  Hyaline  vascular,  which  were  most 
numerous  ( 10: 1 ratio).  They  were  characterized 
histologically  by  small  hyaline  vascular  folli- 
cles and  interfollicular  proliferation.  Vessel 
walls  are  often  thickened  and  hyalinized, 
simulating  the  appearance  of  Hassall’s  corpus- 
cles. The  follicles  show  concentric  layering  of 
follicular  center  cells  with  an  onionskin  ap- 
pearance. Hyalinized  vessels  are  prominent  and 
contain  variable  numbers  of  plasma  cells, 
eosinophils,  and  immunoblasts. 


2.  Plasma  cell  lesions  histologically  present- 
ing with  large  follicles  with  intervening  sheets 
of  plasma  cells.  Systemic  manifestations,  such 
as  fever,  anemia,  and  hyperglobulinemia  were 
frequently  associated  with  plasma  cell  lesions. 
This  is  the  type  this  case  represents. 

All  of  these  lesions  behave  in  a benign  man- 
ner and  all  are  cured  by  surgical  excision.  Radi- 
ation produced  little  or  no  change.  Steroids  were 
used  in  one  case,  and  the  results  were  unknown. 
These  authors  tend  to  favor  an  inflammatory 
factor  as  the  etiologic  agent.  The  histologic  fea- 
tures in  the  plasma-cell  type  have  a strong  re- 
semblence  to  those  seen  in  patients  with 
rheumatoid  arthritis,  and  it  has  been  suggested 
this  process  may  represent  an  immune  reaction 
to  an  as  yet  undetermined  antigen. 

These  lesions  have  been  formd  in  the  medias- 
tinum in  the  largest  number.  Other  areas  have 
been  various  muscle  groups  in  the  chest  and 
arms  and  in  the  abdomen  and  retroperitoneal 
areas. 

Symptoms  have  ranged  from  totally 
asymptomatic  to  neurologic,  growth  failure, 
anemia,  and  hyperglobulinemia. 

Summary 

A case  report  of  giant  lymphoid  hyperplasia 
with  a review  of  the  literature  has  been  pre- 
sented. It  is  stressed  that  it  is  very  easy  to  mis- 
take this  lesion  for  a malignant  lymphoma. 
These  lesions  are  curable  with  simple  surgical 
excision.# 
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The  enigma  of  lung  cancer 


J.L.  Kovarik,  MD,  and  C.W.  Van  Way,  III,  MD,  Denver,  Colorado* 


Lung  cancer  kills  more  people  than  any  other 
cancer,  and  its  incidence  is  rising.  The  overall  survi- 
val has  not  improved  greatly  over  the  past  twenty 
years.  Nevertheless,  there  has  been  recent  progress  in 
diagnosis  and  in  therapy.  This  article  reviews  work 
currently  being  done  on  the  cause  of  lung  cancer  and 
discusses  the  current  diagnostic  and  therapeutic 
management  of  this  disease. 


Lung  cancer  is  an  enigma — puzzling,  am- 
biguous, inexplicable,  and  deadly.  It  is  a major 
killer,  claiming  90,000  victims  each  year.  Most 
of  us  are  justifiably  concerned  with  the  150 
deaths  each  day  on  the  highways.  Lung  cancer 
kills  250  people  daily.  It  is  the  leading  cause  of 
death  from  cancer,  and  its  incidence  is  increas- 
ing in  both  sexes. 

Etiology 

Lung  cancer  is  ambiguous  in  that  there  may 
be  multiple  etiologies.  Chief  among  these  are 
cigarette  smoking^^  and  such  forms  of  en- 
vironmental pollution  as  smog,  radioactivity, 
and  mineral  contaminants.  Hereditary  factors 
may  explain  why  most  people,  even  lifelong 
cigarette  smokers,  do  not  develop  lung  cancer. 
The  etiologic  factors  are  obviously  subtle  and 
act  over  40  years  or  more.  There  must  be  a 
variability  in  susceptibility,  with  only  the  most 
susceptible  developing  lung  cancer. 

As  the  population  grows  older,  more  people 
get  lung  cancer  as  well  as  other  cancers.  There 
is  an  increasing  incidence  of  cancer  in  cohorts  of 
men  born  between  1861  and  1900,  with  the 
★ 
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greatest  incidence  in  men  born  from  1890  to 
1900.  In  the  cohorts  born  since  1900,  the  inci- 
dence has  remained  high  but  has  not  risen 
further. The  significance  of  such  statistical 
data  must  await  further  evaluation. 

Formerly  thought  to  be  predominantly  a dis- 
ease of  men,  lung  cancer  is  increasing  in  women 
at  an  ominously  rapid  rate.  Looking  at  the  inci- 
dence curves  (Fig.  1)  for  men  and  women,  the 
disturbing  thing  is  that  the  two  curves  are 
parallel,  with  a 30  year  time  lag  for  women. ^ 

Whatever  causes  lung  cancer,  it  is  clearly  a 
disease  of  our  century.  Prior  to  1900,  it  was  a 
rare  disease,  comparable  to,  let  us  say,  adrenal 
cancer  today.  What  has  been  introduced  since 
1900?  Well  ...  a great  many  things. 

First  and  foremost  appears  to  be  cigarette 
smoking.  The  risk  of  developing  carcinoma  of 
the  lung,  in  both  men  and  women,  is  directly 
related  to  the  amount  and  duration  of  cigarette 
smoking.  And  cigarette  smoking  in  women  has 
lagged  about  a generation  behind  smoking  in 
men,  as  has  the  development  of  lung  cancer.  The 
effect  is  weak.  It  takes  30  to  40  years  of  smoking 
a pack  a day  to  develop  lung  cancer.  Interest- 
ingly, dogs  can  be  trained  to  smoke,  through  a 
tracheostomy.  In  a classic  experiment,  Auer- 
bach and  Hammond  showed  that  smoking  dogs 
developed  tumors  of  the  bronchial  epithelium 
within  a year.  These  tumors  varied  histologi- 
cally, but  some  were  the  classic  epidermoid  car- 
cinomas as  seen  in  human  smokers. 

Many  studies  have  attempted  to  define  the 
components  in  cigarette  smoke  which  might  be 
carcinogenic,  including  the  amount  of  arsenic  in 
cigarette  paper,  the  temperature  of  the  smoke 
as  it  enters  the  body,  the  temperature  of  the 
burning  tobacco,  the  amount  of  nicotine  and  tar, 
and  the  level  of  radioactivity  in  tobacco.  None  of 
these  are  conclusive.  Attempts  to  develop  a 
"safe”  cigarette  by  eliminating  potential  car- 
cinogenic agents  have  not  been  successful.  The 
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Fig.  I . Incidence  curves  for  lung  cancer  in  men  and  women.  3 


low-tar,  filter-tipped  cigarette  may  improve  the 
situation,  but  the  recent  rise  in  lung  cancer  in 
women  suggests  that  it  will  not. 

Environmental  pollution  in  the  form  of  smog 
has  been  implicated.  Of  course,  polluted  air  is 
not  new.  The  midlands  of  England,  by  contem- 
porary accounts,  were  wreathed  in  smoke 
throughout  the  19th  century.  But  this  was,  by 
and  large,  coal  and  wood  smoke.  Modern  urban 
pollution  is  derived  largely  from  petroleum, 
notably  from  automobile  exhaust.  In  any  case, 
smog  and  lung  cancer  go  together.  In  Los 
Angeles  County,  for  example,  the  incidence  of 
lung  cancer  is  said  to  be  49  per  100,000,  about 
50%  over  the  national  average.^  Smokers  living 
in  smog-infested  areas  have  a much  higher  in- 
cidence of  lung  cancer  than  smokers  living  in 
rural  areas.  Smog  and  cigarette  smoking  ap- 
pear to  potentiate  one  another. 

Exposure  to  radioactivity  has  been  known  as 
an  etiologic  factor  since  the  1926  report  of  work- 
ers in  the  radium  mines  in  Joachimsthal, 
Czechoslavakia.  Recent  studies  show  that 
uranium  miners  who  do  not  smoke  have  only  a 
slightly  greater  chance  of  developing  lung 
cancer  than  other  non-smokers.  But  the  inci- 
dence in  uranium  miners  who  smoke  is  10  to  20 
times  that  of  smokers  who  are  not  miners,  being 


FLOW  DIAGRAM:  DIAGNOSIS  AND  THERAPY  OF  LUNG  CANCER 


Fig.  2.  Flow  diagram  for  the  evaluation  of  lung  cancer.  e(  Reprinted 
by  permission  from  C.V.  Mosby  Company,  St.  Louis.} 


around  700/100,000.  Exposure  to  smog,  radioac- 
tivity, asbestos,  and  other  industrial  pollutants 
results  in  a significantly  increased  incidence  of 
lung  cancer  in  smokers,  but  has  no  appreciable 
effect  on  those  who  do  not  smoke.  There  appears 
to  be  a synergistic  effect  which  is  not  simply 
additive.® 

Industrial  exposure  to  certain  minerals,  as- 
bestos, arsenic,  chromates,  and  nickel,  has  a 
similar  synergistic  effect  with  smoking.  Coal 
tar  and  petroleum  distillates,  among  other  in- 
dustrial pollutants,  have  been  less  definitely 
implicated. 

Symptoms  and  Signs 

The  symptoms  of  lung  cancer  are  enigmatic 
as  they  are  both  non-specific  and  non-diagnos- 
tic. The  classic  triad  of  chronic  cough,  hemop- 
tysis, and  chest  pain  is  present  in  60  to  75  per 
cent  of  patients.  Hemoptysis  is  the  one  symptom 
which  is  most  likely  to  cause  a patient  to  seek 
medical  advice.  Other  signs  and  symptoms  are 
weight  loss,  hoarseness,  weakness,  and  an  "ar- 
thritis,” with  or  without  clubbing  of  the  fingers. 
Cushing’s  syndrome,  hypoglycemia,  hypercal- 
cemia, edema,  and  anemia  are  seen  with  lung 
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TABLE  I 


TABLE  2 


Tumor,  Node,  Metastis  Classification 

TX  Undetermined  or  occult;  etiology. 

TCIS  Carcinoma  in  situ. 

Tl  Solitary  tumor,  less  than  3 cm.  in  diameter. 

T2  Solitary  tumor,  greater  than  3 cm.  in  diameter  or 

tumor  invading  visceral  pleura;  or  tumor  or  ass- 
ociated obstruction  atelectasis  extends  to  hilar; 
associated  atelectasis  must  not  exceed  one  lobe. 

T3  All  others  including  pleural  effusion  and  invasion 
of  lateral  wall. 

NO  No  nodal  involvement. 

Nl  Ipsilateral  hilar  nodes  only. 

N2  Mediastinal  nodes  involved. 

MO  No  distant  metastases. 

Ml  Distant  metastases  present. 

cancer.  Any  of  these  may  be  the  presenting 
complaint.  Metastases,  causing  headache,  sei- 
zures, paralysis,  a neck  mass,  bone  pain,  or  ad- 
renal insufficiency,  may  be  the  initial  manifes- 
tation.® 

Diagnosis 

The  evaluation  of  a patient  suspected  of  hav- 
ing lung  cancer  generally  begins  with  the  sus- 
piciosus  chest  x-ray.  There  are  three  pos- 
sibilities: pleural  effusion,  central  lesions  or 
large  peripheral  lesions,  and  small  peripheral 
nodules.  Referring  to  the  flow  diagram  (Fig.  2), 
there  is  a somewhat  different  approach  to  each. 

The  peripheral  nodule  is  the  most  likely  to  be 
cured  by  operation;  five-year  survivals  vary 
with  size  and  cell  type,  but  is  in  the  50%  range 
for  tumors  4 cm  or  less  in  diameter.'^  These 
tumors  are  nearly  always  asymptomatic,  hav- 
ing been  found  incidentally  on  chest  x-ray. 

Most  of  these  patients  should  be  bronchos- 
coped.  Always  obtain  bronchial  washings.  A 
transbronchial  biopsy  may  be  useful.  This  may 
immediately  confirm  the  diagnosis,  or  may 
establish  that  the  patient  has  granuloma. 
Sputum  cytologies  are  probably  worthwhile. 
Sputum  cytology,  when  positive  for  malignant 
cells,  is  presumptive  but  rarely  diagnostic  un- 
less clumps  of  cells  are  expectorated  and  consti- 
tutes a "microbiopsy.”  Fungal  serologies  and 
skin  tests  may  be  useful.  There  is  no  fungal 
disease  endemic  to  Colorado  but  coc- 
cidiomycosis  is  common  in  Arizona,  New 
Mexico,  and  Nevada. 

Needle  aspiration  biopsy  has  been  advocated 
in  peripheral  nodules.  Using  a long,  thin-walled 
needle,  under  biplane  fluoroscopy,  material 
from  the  nodule  is  aspirated  and  analyzed  with 


Stag i ng 

Stage  I TCIS  NO  MO 

T I NO  MO 

T I N I MO 

T2  NO  MO 

Stage  II  T2  N I MO 

Stage  III  T3  with  any  N or  M 

T2  wi th  any  N or  M 

Ml  with  any  T or  N 

The  staging  may  be  clinical  including  all 
information  obtained  short  of  thoracotomy,  or 
surgical.  Obviously,  surgical  staging  is  more 
accurate,  but  either  is  a reliable  guide  to 
therapy 

cytopathologic  technics.  The  incidence  of 
pneumothorax  is  about  25%.  This  method  is  still 
experimental.  It  requires  expertise  and  special 
equipment,  as  well  as  a good  cytopathology 
laboratory.® 

If  the  lesion  contains  calcium,  it  may  still  be 
malignant  (Fig.  3).  Only  the  findings,  by  plain 
film  or  tomography,  of  very  dense,  uniform  cal- 
cification or  laminated  calcification  will  rule 
out  malignancy.® 

Mediastinoscopy  is  indicated  only  if  the  x-ray 
shows  evidence  of  mediastinal  involvement.  If  it 
does  not,  there  is  only  a 4%  chance  that  the 
mediastinoscopy  will  be  positive.^® 

In  the  central  lesion,  or  the  large  peripheral 
lesion,  the  philosophy  is  somewhat  different. 
The  major  objective  is  to  determine  if  the  lesion 
is  resectable.  The  bronchoscopy  should  be  diag- 
nostic, either  by  biopsy  or  cytology.  Oat  cell,  or 
small-cell  undifferentiated  tumors  should  not 
be  resected.’'^ 

Mediastinoscopy  should  usually  be  done.  It 
does  have  limitations  and  risks,  and  not  all 
thoracic  surgeons  do  it  routinely.  Mediastino- 
scopy has  replaced  scalene  fat  pad  biopsy  in  the 
staging  of  lung  cancer.  With  the  mediastino- 
scope, nodes  in  the  paratracheal,  carinal,  right 
and  left  bronchial  areas  can  be  biopsied  (Fig.  4). 
The  complication  rate  is  under  1%,  and  while 
there  have  been  deaths  reported,  the  mortality 
rate  is  less  than  that  of  the  general  anesthetic.  If 
the  mediastinoscopy  is  negative,  there  is  a 40% 
chance  that  the  tumor  will  be  resectable.  The 
finding  of  metastatic  tumor  in  paratracheal  or 
contralateral  hilar  nodes  contra-indicates  oper- 
ation.^® “ If  only  one  or  two  involved  nodes  are 
found,  low  and  on  the  side  of  the  tumor,  resec- 
tion can  be  done  and  postoperative  x-ray 
therapy  is  recommended.^®  Parasternal 
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Fig.  3.  Small  pulmonary  nodule,  showing  area  of  central  calcifica- 
tion. This  was  removed,  and  was  epidermoid  carcinoma. 

mediastinotomy  is  occasionally  useful  to  search 
the  node-bearing  area  around  to  the  aortic  arch, 
where  the  mediastinoscope  cannot  reach. 

Gallium  scanning  may  be  used  to  evaluate 
mediastinal  nodes.  If  the  tumor  shows  up  on  the 
gallium  scan,  then  any  mediastinal  metastases 
should  show  up  as  well.  It  is  less  reliable  than 
mediastinoscopy,  but  is,  of  course,  noninya- 
sive.^^ 

Pleural  effusion  in  a patient  with  a mass 
which  is  either  suspected  to  be  tumor  or  proven 
by  biopsy,  should  be  regarded  with  great  suspi- 
cion. All  such  effusions  should  be  approached 
with  thoracentesis  and  pleural  biopsy.  Evidence 
of  pleural  spread  contraindicates  thoracotomy. 

Tomography  of  the  mediastinum  is  often  use- 
ful in  establishing  the  presence  of  enlarged 
nodes.*®  Azography  in  which  radiopaque  con- 
trast material  is  injected  into  the  azygous  sys- 
tem through  the  marrow  cavity  of  one  of  the 
lower  ribs,  is  occasionally  used.  A blocked  azyg- 
ous vein  indicates  a non-resectable  tumor. 

Brain,  bone,  and  liver  scans  are  all  useless  to 
screen  for  metastases  in  the  absence  of  signs  or 


symptoms.  It  has  been  shown  that  these  are  all 
less  helpful  than  the  clinical  evaluation, 
neurologic  examination,  and  the  SGOT,  LDH, 
and  alkaline  phosphatase.*'* 

Needle  biopsy  of  lung  tumors  poses  both  com- 
plications and  the  danger  of  seeding  tumor  cells 
along  the  tract.  It  is  indicated  when  one  needs 
histologic  diagnosis  in  a tumor  which  obviously 
involves  the  chest  wall  and  is  unresectable. 


Classification 

The  tumor  in  Doctor  Graham’s  first  success- 
ful pneumonectomy  in  1933  showed  several  his- 
tological patterns  taken  from  different  parts  of 
the  tumor  varying  from  squamous  cell  to 
adenocarcinoma.*®  Many  lung  cancers  show 
this  variance  of  histological  pattern.  Tumors 
are  usually  classified  according  to  the  predomi- 
nent  cell  type.  Unfortunately,  some 
pathologists  still  use  the  term  "undifferen- 
tiated” where  it  would  be  more  appropriate  to 
use  "poorly  differentiated”  squamous  cell  car- 
cinoma or  adenocarcinoma,  as  the  case  may  be. 
The  term  "undifferentiated”  should  be  reserved 
for  small  cell  undifferentiated  (oat  cell)  and  for 
the  rare  large  cell  undifferentiated  tumor.  The 
histological  cell  type  is  important  not  only  from 
a prognostic  standpoint,  but  also  as  a guide  to 
therapy  because  very  few  thoracic  surgeons  will 
attempt  surgical  resection  of  an  oat  cell  car- 
cinoma. The  enigma  of  pathological  classifica- 
tion is  compounded  by  the  fact  that  interpreta- 
tion of  the  cell  type  often  varies  with  the 
pathologist.  Adoption  of  a uniform  classifica- 
tion, such  as  that  proposed  by  the  World  Health 
Organization,  will  help  considerably  in  elimi- 
nation of  confusion  and  controversy. 


The  following  is  the  most  generally  used  clas- 
sification: 

Squamous  cell  carcinoma  (Epidermoid  car- 
cinoma) 

Adenocarcinoma 
Alveolar  cell  carcinoma 
Undifferentiated  carcinoma 
Large  cell  undifferentiated 
Small  cell  undifferentiated  (oat  cell  car- 
cinoma) 
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Fig.  4.  (a)  Mediastinoscope  in  place  during  procedure.  Anterior- 
posterior  radiograph. 


Staging 

The  basis  for  staging  lung  cancer  is  the 
Tumor,  Node,  Metastasis  system,  outlined  in 
Table  1.  Once  the  TNM  classification  is  deter- 
mined, the  patient  can  be  staged  accurately  to 
the  following  (Table  II).  Basically,  Stage  I is  the 
tumors  without  pleural  involvement  or  hilar 
nodes.  Stage  11  tumors  are  resectable,  but  have 
hilar  nodes  or  visceral  pleural  invasion.  And 
Stage  III  tumors  are  all  the  rest,  including  those 
resectable  tumors  with  multilateral  unrelated 
metastases.^® 

Therapy 

Surgical  resection  remains  the  treatment  of 
choice  for  lung  cancer,  except  for  oat-cell  type, 
as  mentioned  previously.  A curative  resection  is 
accomplished  when  the  primary  tumor  and  the 
regional  lymph  nodes  are  removed.  This  is  best 
accomplished  by  lobectomy,  although  pneu- 
monectomy is  occasionally  necessary.  In  small 
peripheral  lesions,  wedge  resection  or  segmen- 
tal resection  may  be  sufficient. Patients  who 
undergo  a "curative  resection”  and  who  have 


(b)  Lateral  radiograph,  same  patient. 


uninvolved  hilar  lymph  nodes  will  have  a five- 
year  survival  of  25  to  40  per  cent,  depending  on 
cell  type.^^  For  those  patients  with  peripheral 
tumors  2 cm.  or  less  in  diameter,  the  five-year 
survival  is  approximately  70  per  cent.’' 

Patients  who  have  positive  hilar  lymph  nodes 
at  the  time  of  resection — that  is,  Stage  II — have 
a less  favorable  prognosis.  Occasionally  a pal- 
liative resection  must  be  performed  in  order  to 
control  distressing  symptoms  such  as  massive 
bleeding  or  sepsis  from  a lung  abscess. 

Radiation  therapy,  usually  using  supervol- 
tage therapy,  is  recommended  for  patients  who 
have  involved  hilar  or  mediastinal  lymph 
nodes.  Radiation  therapy  is  used  as  the  primary 
treatment  in  unresectable  tumors.  There  is 
some  controversy  regarding  the  efficacy  of  post- 
operative radiation  therapy.  But  there  is  good 
evidence  that  such  therapy  can  "sterilize” 
mediastinal  lymph  nodes. Radiation  therapy 
is  used  for  symptomatic  metastases  in  brain  and 
bone.^'* 

Chemotherapy  has  been  disappointing.  Most 
tumors  are  insensitive,  except  for  oat  cell.  In 
this  tumor,  there  is  evidence  that  multiple-drug 
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regimens,  analogous  to  those  used  in  leukemia, 
are  effective.  Even  in  this  tumor,  chemotherapy 
is  not  curative.^* 

Immunotherapy  has  recently  been  applied  in 
lung  cancer.  Testing  of  immune  globulin  levels 
and  of  delayed  hypersensitivity  with  such 
agents  as  DNCB  (dinitrochlorobenzene)  shows 
that  patients  with  lung  cancer  tend  to  have  de- 
pressed immune  systems,  and  furthermore  that 
the  prognosis  correlates  inversely  with  this  de- 
pression.In  a preliminary  study,  the  use  of 
BCG  organisms  to  induce  a mild  and  controlled 
empyema  following  resection  of  small  tumors 
was  associated  with  improvement  in  survival. 
Empyema  is  known  to  improve  survival.  The 
theory  of  BCG  empyema  is  that  the  stimulation 
of  the  immune  system  in  the  regional  nodes 
kills  off  microscopic  metastases.  A multicenter 
trial  of  this  form  of  therapy  is  now  in  progress. 
However,  while  immunotherapy  may  well  be  of 
benefit  in  the  patient  with  a resectable  tumor 
(Stage  I),  it  appears  to  have  no  effect  upon  unre- 
sectable  or  metastatic  tumor. 

The  fact  remains  that  the  prognosis  of  pa- 
tients with  lung  cancer  is  not  good.  Of  100 
patients  with  lung  cancer,  50  will  not  be  candi- 
dates for  thoracotomy  because  of  advanced  or 
metastatic  disease.  Of  the  rest,  perhaps  35  will 
have  a "curative”  resection,  and  the  five-year 
survival  in  these  ranges  from  25%  to  40%,  de- 
pending on  which  series  is  quoted.  The  overall 
five-year  survival  is  between  10  to  20  per 
cent.^'*^® 


On  The  Horizon 

A number  of  new  developments  may  prove 
fruitful  over  the  next  few  years.  Thanks  to  the 
work  of  Saccomanno,  in  Grand  Junction,  Col- 
orado, the  stages  of  development  of  epidermoid 
carcinoma  have  been  defined  in  terms  of  the 
sputum  cytology  seen  at  each  stage.  It  appears 
that  there  is  a four  to  five  year  period,  proceed- 
ing the  development  of  invasive  epidermoid 
cancer,  during  which  carcinoma  in  situ  can  be 
identified  with  serial  sputum  cytologies.®  A 
study  presently  going  on  at  the  Mayo  Clinic 
attempts  to  apply  Saccomanno’s  technics  to  a 
thrice-yearly  screening  program  with  cytology 
and  x-rays.  Previous  attempts  to  screen  with 
x-rays  alone  have  failed  to  improve  survival  in 
lung  cancer,  but  the  Mayo  Clinic  study  is  begin- 
ning to  produce  evidence  that  the  combined 
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technic  allows  detection  at  an  earlier  stage  of 
the  disease. 

Immunotherapy  as  an  adjunct  to  surgical  re- 
section may  improve  survival  following  resec- 
tion. Even  the  most  favorable  lesions,  the  small 
peripheral  nodules,  show  one  chance  in  three  of 
recurring  as  metastatic  disease. 

Radiotherapy  by  implantation  of  Iodine-125 
in  the  tumor  itself  has  been  used  experimen- 
tally in  a few  centers.  This  agent  has  a long 
half-life,  and  effects  a continuing  radiation  of 
the  lesion  for  months.  The  gamma  radiation 
produced  has  low  energy,  and  does  not  penet- 
rate outside  of  the  chest;  hence,  other  areas  of 
the  body  are  not  affected  and  the  patient  does 
not  need  to  be  isolated. 

Sanctuary  therapy  is  the  prophylactic  treat- 
ment of  high-risk  sites  for  metastases,  notably 
the  brain,  with  moderate  doses  of  radiation 
(2000  to  3000  rads).  This  is  being  used  in  oat  cell 
cancer,  which  characteristically  produces  brain 
metastases. 

Early  detection,  adjuvant  immunotherapy, 
and  improved  technics  of  radiotherapy  may  well 
improve  survival  of  lung  cancer.  Still,  preven- 
tion is  far  better  than  cure.  The  elimination  of 
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cigarette  smoking  would  do  more  to  control  lung 
cancer  than  all  of  the  present  and  future  modes 
of  therapy.  But  how?  Prohibition  has  been  tried 
once  in  this  century,  and  was  a miserable  fai- 
lure. It  is  very  doubtful  that  cigarette  smoking 
could  be  successfully  outlawed,  even  assuming 
that  Congress  could  be  induced  to  pass  the 
necessary  legislation.  Education  has  failed  in 
the  past.  Lung  cancer  is  only  one  of  the  known 
harmful  effects  of  cigarette  smoking;  chronic 
obstructive  lung  disease  and  coronary  artery 


disease  are  far  more  prevalent,  and  are  both 
known  to  be  much  more  common  in  smokers 
than  in  non-smokers.  Doctors  have  been  telling 
their  patients  about  smoking  for  three  genera- 
tions, but  the  annual  consumption  of  cigarettes 
continues  to  rise.  Lung  cancer,  it  is  certain,  will 
be  among  us  for  the  forseeable  future.  Perhaps 
the  most  puzzling  enigma  of  lung  cancer  is  why 
people  continue  to  smoke  cigarettes  in  ever-in- 
creasing  numbers.  • 
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Abnormal  uterine  bleeding 


Dilatation  and  curettage,  conization  treatments 


Oscar  J.  Rojo,  MD,  Sheridan,  Wyoming 


Between  1950  and  1977,  970  consecutive  Dilata- 
tion and  Curettage  treatments  and  366  Conization 
treatments  were  performed  in  an  office  in  Sheridan, 
Wyoming.  Procedures  based  on  this  experience  are 
recommended. 


Curettage  has  been  indicated  for  years  in  any 
patient  with  abnormal  uterine  bleeding 
whether  it  is  for  diagnosis  or  to  evacuate  the 
uterus. 

Cone  biopsy  of  the  uterine  cervix  has  been 
recognized  as  a good  method  for  establishing  the 
presence  or  absence  of  neoplasia  as  well  as  a 
good  procedure  for  treating  some  benign  cervi- 
cal diseases.  Suction  curettage  was  not  per- 
formed in  this  series. 

Conizations  were  performed  with  a cold  knife 
followed  by  electrocauterization  and  the  appli- 
cation of  oxydized  gauze,  Gelfoam  or  Surgicel 
with  Triple  Sulfa  Cream  to  the  cervix.  These 
patients  were  instructed  to  return  to  the  office 
once  a month  for  three  months  during  the 
menstrual  period  for  dilatation  of  the  cervix  to 
prevent  the  possibility  of  stenosis. 

For  practical  purposes  this  series  was  divided 
into  two  groups:  1950  to  1966  and  1966  to  1977. 
Eighty  per  cent  of  the  patients  were  between  20 
and  49  years  of  age.  (Table  1).  Diagnostic  proce- 
dures quadrupled  the  indications  and  prolifera- 
tive endometrium  were  the  most  common  cause 
of  abnormal  uterine  bleeding,  namely  67  per 
cent  (Table  3).  Cystic  Hyperplasia  and/or 
Adenomatous  Hyperplasia  of  the  endometrium 
were  found  in  only  19  per  cent  of  the  patients. 


Thirteen  cases  of  Endometrial  Carcinoma  were 
found  with  7 cases  of  1.4  per  cent  in  the  early 
group  and  6 cases  or  1.5  per  cent  in  the  latest. 

These  are  very  interesting  findings,  in  as 
much  as  all  patients  in  the  menopause  receive 
estrogen  therapy.  Most  of  the  latest  contribu- 
tions have  shown  an  increasing  amount  of  En- 
dometrial Carcinoma  during  the  last  15  years, 
and  most  of  the  increase  is  attributed  to  the 
indiscriminate  use  of  estrogens. 

As  was  to  be  expected,  the  most  common  find- 
ing in  the  conization  group  was  that  75.4  per 
cent  showed  chronic  cervicitis.  (Table  4).  Dys- 
plasia was  reported  in  9 per  cent  and  CA  of 
the  cervix  in  7.1  per  cent.  In  the  early  group  the 
incidence  of  CA  of  the  cervix  was  6.7  per  cent  or 
18  cases,  while  in  the  latest  was  7.9  per  cent  or  8 
cases.  The  incidence  of  neoplasmas  in  this  series 
was  4.9  per  cent  with  a ratio  of  2 to  1 in  favor  of 
CA  of  the  cervix  against  Endometrial  C A.  Total 
cancers  in  the  first  group  were  3.4  per  cent, 
while  in  the  second  group  the  incidence  was  3.1 
per  cent.  Most  of  the  Carcinomas  of  the  Cervix 
were  classified  as  CA  in  Situ,  namely  50  per 
cent  in  the  first  group  and  75  per  cent  in  the 
second.  The  only  conclusion  from  these  findings 
is  that  our  pathologists  and  technicians  have 
become  more  proficient  in  cytology  during  the 
last  decade.  (Table  5),  in  as  much  as  the  pap 
smears  were  100  per  cent  correct  in  the  last  10 
years,  while  they  were  only  77  per  cent  accurate 
in  the  early  group.  The  combined  accuracy  was 
84.6  per  cent. 

From  the  review  of  this  series  we  can  con- 
clude that  85  per  cent  of  CA  of  the  cervix  occur- 
red in  women  between  20  and  40  years  of  age 
and  one  CA  of  the  cervix  was  found  in  every  14 
conizations.  (Table  6).  Eighty-four  and  one-half 
per  cent  of  the  cases  with  Endometrial  CA  were 
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TABLE  I 


TABLE  6 


Distribution  by  Age 


Cancer  of  Cervix 


Grouping  by  Age 
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TABLE  3 


Pathological  Diagnosis  “ DSC'S 
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31 
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TABLE  7 

Endometrial  Cancer  Grouping  by  Age 

20  30  40  50  60  70  80 

Endometrial  Cancer  001  4521 

84.5^  or  11  of  13  endometrial  cancers  occurred  between 
50  S 70  years  of  age.  12.1^  of  DcC's  were  post 

menopausal  . One  cancer  of  the  endometrium  was  found  in 
every  8 DsC  done  for  postmenopausal  bleeding. 


TABLE  8 

Summary  of  Cancers 
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found  in  women  between  the  ages  of  50  and  70. 
One  CA  of  the  endometrium  was  found  in  every 
8 D&C’s  performed  for  post-menopausal  bleed- 
ing (Table  7).  In  resume,  39  cases  of  CA  of  the 
uterus  were  found  in  789  diagnostic  D&C’s  and 
Cones  for  an  incidence  of  4.9  per  cent  or  1 CA  for 
approximately  every  20  D&C’s  and  Cones. 
(Table  8). 

Complications  (Table  9).  The  complications 
of  the  366  cold  conizations  were  3 cases  of  de- 
layed bleeding,  requiring  sutures  and  packing 
for  an  incidence  of  .84  per  cent  and  two  cases  of 
stenosis  of  the  cervix,  .55  per  cent.  These  two 
cases  required  further  surgery  because  of  fail- 
ure to  return  for  cervical  dilatations. 

The  complications  of  the  D&C’s  were  two  per- 
forations of  the  uterine  cavity.  One  required  a 
laparotomy  with  suturing  of  the  rent  and  the 
other  required  a hysterectomy.  In  retrospect  the 
first  case  did  not  require  surgery  but  fear  of 
bowel  damage  prompted  the  laparotomy.  The 
second  case  was  a hysterectomy  performed  on  a 
multiparous  who  bled  profusely  in  the  broad 
ligament. 

There  were  13  cases  which  required  antibio- 
tic therapy  because  of  a temperature  of  100.4  or 
above  on  two  successive  dates  giving  a 1.5  per 
cent  morbidity.  There  were  109  cases  that  re- 
quired blood  transfusions.  Most  of  them  occur- 
red in  the  patients  who  needed  evacuation  of  the 
uterus  because  of  an  incomplete  or  missed  abor- 
tion. The  mortality  in  this  series  was  zero. 
Comment 

Post-operative  bleeding  is  probably  the  most 
common  complication  of  conizations.  Upon  re- 
viewing the  OB/GYN  journals  for  the  past  10 
years,  a number  of  technics  to  control  this  par- 
ticular problem  have  been  described.  For  in- 
stance, Sabol-Gibson  and  Bowe  prefer  injecting 
Vaso-Pressin  into  the  cervix,  but  quite  a few  of 
their  conizations  (5-20  per  cent)  required  secon- 
dary procedures  in  order  to  stop  the  bleeding. 


Davis  and  his  group  in  Jacksonville  reported  a 
series  of  400  cases  of  conizations  injecting  a 
solution  of  Neosynephring,  1:10,000  into  the 
cervix.  Their  morbidity  was  11  per  cent  and  9.3 
per  cent  required  further  hospitalization  be- 
cause of  bleeding  requiring  suturing,  transfu- 
sions, etc.  McCann  and  his  staff  from  the  Char- 
^ity  Hospital  in  Louisiana  reported  their  obser- 
vations in  501  cold  conizations  where  cauteriza- 
tion was  not  used  for  hemostasis,  instead  they 
used  lateral  figure  of  eight  sutures  and 
Sturmdorf  stitches.  In  his  series  he  reports  6 
cases  of  perforation,  1.8  per  cent  or  9 cases  of 
delayed  bleeding  and  3 cases  of  stenosis  of  the 
cervix.  Garland  Jones  from  Florida  reported  in 
60  cases  of  conization,  using  Vaso-Pressin  and 
oxydized  gauze  held  in  place  by  two  sutures.  In 
his  series  two  patients  had  delayed  bleeding 
requiring  additional  oxydized  gauze  packs  in  7 
to  10  days  post-operatively.  One  patient  de- 
veloped endometritis.  There  was  one  case  in  his 
series  which  required  a hysterectomy  to  control 
the  post-operative  bleeding. 

Claman  and  Lee  from  Vancouver  reviewed 
1,008  conizations  performed  by  several  physi- 
cians in  his  staff  using  different  technics.  The 
morbidity  was  3.3  per  cent.  There  were  109 
cases  of  post-operative  bleeding  with  10  per  cent 
of  them  having  to  be  re-admitted,  and  in  this 
series  the  most  popular  method  of  conization 
was  figure  of  eight  lateral  sutures  and 
Sturmdorf  stitches. 

Therefore,  from  my  personal  experience  and 
after  reviewing  the  literature,  I recommend,  in 
cases  where  conization  is  indicated,  performing 
a cold  conization  followed  by  hemostasis  with 
the  electrocautery  and  application  of  oxydized 
gauze  saturated  with  Triple  Sulfa  Cream,  fol- 
lowed by  cervical  dilatation  at  the  office  for 
three  consecutive  months.  I believe  this  is  a 
very  safe  procedure  with  less  than  one  of  de- 
layed bleeding,  minimal  amount  of  stenosis, 
practically  no  morbidity  and  zero  mortality.# 
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Myelopathy  associated  with 

herpes  zoster 

Malvin  Cole,  MD,  Casper,  Wyoming 


A 66  year  old  female  is  presented  with  Herpes 
Zoster  involving  the  right  first  division  of  the  trigemi- 
nal nerve,  the  cervical  spinal  cord,  and  the  sacral 
segments.  There  was  no  evidence  of  an  immunulogi- 
cal  disorder.  The  myelopathy  was  relapsing  and  ulti- 
mately fatal.  This  is  a known  but  highly  unusual 
Zoster  syndrome. 

The  general  clinical  findings,  pathology,  re- 
lationship of  the  Varicella  and  Zoster  viruses, 
and  the  various  clinical  syndromes  produced  by 
Herpes  Zoster  are  well  known.  The  pathological 
changes  in  Zoster  and  the  accompanying  clini- 
cal syndrome  usually  involve  the  dorsal  root 
ganglion  or  the  sensory  ganglion  of  a cranial 
nerve  root,  the  nerve,  and  the  skin.  The 
neurological  symptoms  are  usually  sensory,  i.e., 
pain,  but  some  segmental  motor  weakness  is  not 
unusual.  For  the  most  part.  Zoster  infection  in- 
volves the  peripheral  nervous  system,  although 
many  authors  do  mention  occasional  involve- 
ment of  the  central  nervous  system,  especially 
in  fatal  cases. 

This  paper  reports  on  a patient  with  multiple 
lesions  of  the  peripheral  and  central  nervous 
system,  due  to  Herpes  Zoster,  with  the  major 
clinical  disability  being  due  to  a myelopathy. 

Case  Report 

The  patient  was  a 66  year  old  white  female  seen  in  May 
1977.  Prior  to  March,  1977  there  was  no  history  of  neurolo- 
gical dysfunction.  In  March  1977  she  developed  Herpes  Zos- 
ter in  the  first  division  of  the  right  trigeminal  nerve  involv- 
ing the  corner  of  her  eye  but  not  the  eye  itself  yet  not  the  tip 
of  the  nose.  About  a week  later  numbness  and  some  weak- 
ness of  the  right  upper  extremity,  trunk,  and  right  lower 
extremity  were  apparent.  These  symptoms  varied  to  some 
extent  but  gradually  worsened  until  May  when  use  of  her 
right  limbs  was  virtually  impossible.  In  early  May  1977  she 
also  noted  weakness  of  the  left  limbs,  some  intermittent 
tingling  of  the  left  thigh,  numbness  of  the  perineum,  and  a 
sensation  that  she  was  wearing  underclothes  when  she  was 
not.  Sometimes  she  could  not  tell  whether  or  not  she  had 
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underclothes  on.  She  denied  sphincter  disorders,  and  had 
normal  sensations  when  micturating  or  defecating. 

On  examination  she  was  alert  and  cooperative.  Menta- 
tion, speech  and  mood  were  normal ; there  was  no  evidence  of 
dysphasia.  Fundi  were  normal.  There  was  no  nystagmus; 
pupils  were  3.0  mm.  round,  regular  and  equal,  and  reacted 
to  light  and  accommodation,  the  visual  fields  were  full. 
There  was  no  ptosis  or  proptosis,  facial  sensation  showed 
some  hyperesthesia  in  the  territory  of  the  first  division  of 
the  right  5th  cranial  nerve  in  the  area  of  healing  Herpetic 
scars.  Facial  sensation  was  otherwise  normal.  Facial 
movement  was  symmetrical.  She  was  quadraparetic,  more 
markedly  so  on  the  right  than  on  the  left  side.  The 'deep 
tendon  reflexs  were  slightly  depressed  at  the  right  biceps, 
supinator,  and  triceps  jerks  as  compared  to  the  left,  the  knee 
and  ankle  jerks  were  4+  and  equal,  there  was  no  clonus, 
both  plantar  reflexes  were  extensor.  Sensory  examination 
showed  a Brown-Sequard  syndrome  with  decreased  joint 
position  sense  at  the  right  toes  and  decrease  to  cold  and  pin 
prick  on  the  left  side  below  C-3  where  a level  was  elicited. 
She  had  an  area  of  hypesthesia  from  C-3  or  4 to  about  C-2  on 
the  right  side.  Vibratory  sensation  was  absent  below  the 
second  rib  bilaterally.  There  was  no  perianal  anesthesia. 

A lumbar  puncture  performed  soon  after  examination 
showed  a pressure  of  130  mm.  of  water,  4 cells  all  of  them 
lymphocytes,  a protein  of  63  mg.  per  dl.,  a glucose  of  52  mg. 
per  dl.,  a negative  VDRL  and  a gamma  globulin  totalling  4.8 
per  cent  of  the  total  protein.  A repeat  lumbar  puncture  a few 
days  later  showed  19  white  cells,  75  per  cent  of  which  were 
lymphs  and  25  per  cent  polymorphs  and  no  other  positive 
findings.  Cervical  spine  films  revealed  mild  spondylosis,  a 
myelogram  of  the  lumbar,  dorsal  and  cervical  areas  as  high 
as  the  foramen  magnum  disclosed  no  evidence  of  a block  or 
of  a significant  mass  lesion.  Serum  B-12  and  folic  acid  were 
normal,  sedimentation  rate  was  22,  CBC,  electroltytes, 
peripheral  serology,  LE  preps,  ANA,  serum  protein  elec- 
trophoresis and  immune  electrophoresis,  SMA  and  chest 
x-ray  plus  a Schilling  test  and  bone  scan  were  all  within 
normal  limits. 

Course  in  Hospital 

Because  of  the  advancing  nature  of  her  quadraperesis, 
and  with  due  respect  to  the  potential  dangers,  the  patient 
was  started  on  Prednisone  20  mg.  every  six  hours.  Within 
four  or  five  days  she  seemed  to  be  improving  a bit.  About  10 
days  later  a rash  appeared  at  the  lower  end  of  the  spine 
which  was  erythematous  with  some  encrusted  vesicles.  It 
was  not  painful  but  that  condition  was  attributed  to  the 
sensory  loss  in  the  area  and  it  was  felt  to  be  Herpes  Zoster  in 
that  area.  During  the  course  of  her  illness  there  was  no 
evidence  for  a lympho-proliferative  disorder.  She  was 
treated  for  about  20  days  with  Prednisone  with  slow  im- 
provement and  then  transferred  to  a rehabilitation  facility 
where  improvement  continued  and  she  was  finally  able  to 
ambulate  with  a walker.  About  4 months  later  she  de- 
veloped pain  in  her  limbs  and  further  weakness  of  her  right 
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upper  and  lower  limbs.  At  that  time  she  still  had  evidence  of 
quadriparesis  with  a level  of  C-3.  Repeat  cervical  spine  films 
showed  no  change;  she  gradually  became  more  helpless  over 
the  next  eight  weeks  and  expired  without  any  evidence  of 
recovery.  She  expired  in  another  facility.  Autopsy  was  not 
performed. 


Discussion 

Neurological  involvement  in  Herpes  Zoster  is 
by  no  means  limited  to  the  posterior  root  or 
cranial  nerve  ganglia.^  Zoster  can  cause  a vari- 
ety of  neurological  syndromes,  from  weakness 
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of  the  lower  motor  neurone  type  to  encephalitis. 
In  the  fourteen  cases  reported  by  Appelbaum,  et 
al,®  the  encephalitis  was  generally  benign. 
However,  in  two  cases,  with  reticuloendothelial 
malignancies,  the  disease  was  fatal,  and,  in- 
deed, indistinguishable  microscopically  from 
the  more  common  and  usually  severely  destruc- 
tive Herpes  Simplex  encephalitis.’^  In  these  two 
cases,  as  in  the  fatal  case  of  encephalo-myelitis 
reported  by  Rose  and  his  associates,®  there  were 
not  only  areas  of  necrosis  in  the  brain  but  in  the 
spinal  cord  as  well.  It  is  of  interest  that  when 
Zoster  involves  the  meninges  or  the  brain,  the 
spinal  fluid  glucose  can  be  low.®  Zoster  can  be 
associated  with  the  syndrome  of  Landry-Guil- 
lain-Barre.^°  Another  well  defined  syndrome 
occurring  with  Herpes  Zoster  includes  involve- 
ment by  the  herpetic  vesicles  of  the  first  division 
of  the  trigeminal  nerve  followed  by  a contrala- 
teral hemiplegia,  thought  to  be  due  to  an  ar- 
teritis caused  by  the  Zoster  itself  in  the  region  of 
the  gasserian  ganglion. However,  the  pa- 
tient subject  of  this  paper  began  with  weakness 
of  the  right  limbs  and,  indeed,  the  right  limbs 
were  always  the  weaker  ones  and  they  were  on 
the  side  ipsilateral  to  the  trigeminal  Zoster. 

Involvement  of  the  spinal  cord  itself  in  caus- 
ing a myelopathy  has  been  reported  since  at 
least  the  early  part  of  the  century,  and  although 
unusual,  is  not  unknown.^'*  The  word  un- 


usual should  be  emphasized,  since  Thomas  and 
Howard  in  a review  of  1210  cases  of  patients 
with  Herpes  Zoster,  found  only  one  with 
myelopathy.  1® 

From  the  point  of  view  of  the  myelopathy 
itself,  one  type  of  pathophysiology  suggested 
has  been  a demyelinating  one.^^  This  is  of  par- 
ticular interest  in  relation  to  our  patient,  since 
both  had  a relapsing  disorder.  Pathological  evi- 
dence was  not  obtained  in  these  two  cases.  In 
addition  to  the  unusual  demyelinating  nature 
of  this  disorder,  another  mechanism  has  been 
reported  and  consists  of  direct  viral  invasion 
with  necrosis  of  the  spinal  cord.  This  was  dem- 
onstrated by  Hogan  and  Krigman^®  by  the  find- 
ings on  electron  microscopy  of  scattered  struc- 
tures of  the  white  matter  of  the  cervical  spinal 
cord  compatible  with  the  dense  nucleid  and  sur- 
rounding capsid  of  the  Herpes  virion.  The  virus 
isolated  in  this  case  was  classified  as  the  VZ 
virus  on  the  basis  of  the  appearance  and  latency 
of  the  cytopathic  effect  in  human  fibroblast  tis- 
sue culture  and  successful  subpassage  only  with 
cells.  As  is  the  usual  situation,  the  virus  could 
not  be  isolated  from  the  cerebral  spinal  fluid. 
Their  patient  had  been  treated  with  steroids 
prior  to  the  onset  of  myelitis,  and  Hogan  and 
Krigman  wondered  whether  the  treatment  had 
permitted  the  dissemination  of  the  Herpes  vir- 
ion. However,  our  patient  developed  a myelitis 
prior  to  the  institution  of  steroid  therapy. 


REFERENCES 


‘ Adams,  J.H.:  Virus  Diseases  of  the  Nervous  System,  in  Greenfield' s Neuropathology,  Edited  by:  Blackwood,  W.,  and 
Corsellis,  J.A.N.:  Yearbook  Medical  Publishers,  Inc.,  Chicago,  3rd  Ed.,  1976. 

^ Adams,  R.D.,  and  Sidman,  R.L.:  Introduction  to  Neuropathology,  McGraw  Hill,  New  York,  1968. 

“ Juel-Jen,son,  B.E.,  and  Maccalum,  F.O.:  Herpes  Simplex  Varicella  and  Zoster,  J.B.  Lipincott,  Philadelphia,  1972. 

* Jeghers,  H.,  Bulletin,  Georgetown  Univ.  Med.  Center.  9:209-212,  1956. 

“ Editorial,  Zoster  Encephalitis,  Lancet  1:901,  1962. 

® Appelbaum,  E.,  Kreps,  S.I.,  and  Sunshine,  A.,  Herpes  Zoster  Encephalitis /I m / Med  32:25-31,  1962. 

' McCormick,  W.F.,  Rodnitzky,  R.L.,  Schochet,  S.S.,  and  McKee,  A.P.:  Varicella-Zoster  Encephalomyelitis,  Arch  Neurol 
21:559-570,  1969. 

* Rose,  F.C.,  Brett,  E.M.  and  Burston,  J.:  Zoster  Encephalomyelitis,  Arch  Neurol  1 1:155-172,  1964. 

® Wolf,  S.M.:  Decreased  Cerebrospinal  Fluid  Glucose  Level  in  Herpes  Zoster  Meningitis,  Arch  Neurol  30:109,  1974. 

Knox,  J.D.E.,  Levy,  R.,  and  Simpson,  J.A.:  Herpes  Zoster  and  the  Landry-Guillain-Barre  Syndrome,  J Neurol  Neurosurg 
Psychiatry  24:167-172,  1961. 

" Anastasopoulos,  G.,  Routsonis,  K.,  and  Terodiakorou,  C.S.:  Ophthalmic  Herpes  Zoster  with  Contralateral  Hemiplegia,  J 
Neurol  Neurosurg  Psychiatry  21:210-212,  1958. 

Gilbert,  G.J.:  Herpes  Zoster  Ophthalmicus  and  Delayed  Contralateral  Hemiparesis,  JAMA  229:302-304,  1974. 

Pratesi,  R.,  Freeman,  F.R.,  Lowry,  J.L.:  Herpes  Zoster  Ophthalmicus  with  Contralateral  Hemiplegia,  Arch  Neurol  34:640- 
641,  1977. 

Wilson,  S.A.K  : Neurology,  Vol.  1,  p.  675,  Edward  Arnold  and  Co.,  London,  1940. 

Harrison,  R.J.:  Zoster  Myelitis  Presenting  with  Acute  Retention  of  Urine,  Proc  R Soc  Med  57:589-590,  1964. 

Thomas,  J.E.,  and  Howard,  F.M.,  Segmental  Zoster  Paresis  - a disease  profile,  Veuro/ogy  22:459-466,  1972. 

” McAlpine,  D.,  Kuroiwa,  Y.,  Toyokura,  Y.,  and  Araki,  S.,  Acute  Demyelinating  Disease  Complicating  Herpes  Zoster,  J 
Neurol  Neurosurg  Psychiatry  22:120-123,  1959. 

'*  Hogan,  E.L.  and  Krigman,  M R.,  Herpes  Zoster  Myelitis,  Arch  Neurol  29:309-313,  1973. 


for  1978 


319 


Arthritis  after  intestinal 
bypass  surgery* 

A Case  Report 


A 31  year  old  woman  developed  polyarthritis  and 
pustular  skin  lesions  following  jejunoileal  bypass  for 
morbid  obesity.  This  patient  is  of  interest  because  of 
her  prolonged  remittant  course  and  because  of  the 
unique  skin  lesions.  Indomethacin  therapy  has  been 
successful. 


Introduction 

Arthritis  is  seen  in  association  with  gastroin- 
testinal disease  often  enough  to  have  produced 
the  term  "enteroarthropathy”.  The  word  is  use- 
ful in  that  it  calls  attention  to  the  phenomenon 
even  though  it  may  imply  a degree  of  under- 
standing and  a causal  relationship  in  excess  of 
our  present  knowledge.  The  well  known  entities 
include  the  arthritides  seen  in  chronic  ulcera- 
tive colitis,  granulomatous  disease  of  the  small 
and  large  bowel,  Whipple’s  disease,  Behcet’s 
syndrome,  and  hepatitis  due  to  the  B virus.  In- 
fections with  Salmonella,  Shigella,  and 
Brucella  also  produce  simultaneous  arthritic 
and  gastrointestinal  disease.  Arthritis  follow- 
ing shunting  operations  for  the  management  of 
morbid  obesity  has  been  added  to  this  list.  The 
following  case  is  illustrative. 

Case  ‘Report 

DO  is  a 31  year  old  white,  married  mother  of  two  children 
who  was  seen  initially  by  the  Internal  Medicine  Group  in 
Cheyenne,  Wyoming  in  September  1976  because  of  diffusely 
painful  joints,  at  which  time  she  weighed  171  pounds.  She 
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had  had  a jejunoileal  bypass  done  elsewhere  for  manage- 
ment of  morbid  obesity  in  January  1976  at  which  time  she 
weighed  250  pounds.  This  had  resulted  in  a weight  loss  of  80 
pounds  or  nine  pounds  per  month.  On  admission  to  Memo- 
rial Hospital  of  Laramie  County  on  September  16, 1976,  she 
gave  a history  of  five  days  of  increasing  pain,  stiffness  and 
swelling  of  the  right  ankle,  right  knee,  both  shoulders,  and 
both  elbows.  There  was  a two  day  history  of  painful  lesions 
on  the  skin  of  the  fingers.  The  history  was  negative  for  all 
infectious  sources  for  the  illness. 

Physical  examination  showed  a young  woman  with 
numerous  small,  discrete,  erythematous,  pustular,  papular 
lesions  on  the  hands,  arms  and  legs,  appearing  acutely  ill. 
The  involved  joints  were  exquisitely  tender  to  touch  with  no 
redness  or  swelling  except  for  evidence  of  minimal  fluid  in 
the  left  knee  joint.  The  initial  impression  was  acute  bacte- 
rial arthritis  and  dermatitis. 

Complete  blood  count  was  normal,  sedimentation  rate  16 
millimeters  per  hour,  uric  acid  1.9  milligrams  per  deciliter, 
rheumatoid  agglutination  test  negative,  total  hemolytic 
complement  normal.  Protein  electrophoresis  revealed  low 
globulins.  Multiple  cultures  of  the  blood,  joint  fluid  and 
cervix  were  negative.  The  skin  lesions  grew  a staphylococ- 
cus epidermidis  considered  to  be  a contaminant. 

She  was  treated  with  high  dose  intravenous  Penicillin  G, 
and  improved  over  a ten  day  period. 

She  was  not  seen  again  for  over  one  year  when  in  October 
1977  she  was  readmitted  to  the  same  hospital  with  multiple 
painful  joints  and  skin  lesions.  She  had  had  an  upper  re- 
spiratory illness  one  month  earlier  which  was  followed  by 
Herpes  simplex  on  the  lips.  Four  days  prior  to  admission  she 
developed  pain  and  severe  stiffness  in  both  knees,  the  left 
hip  and  both  shoulders,  not  relieved  by  aspirin.  Fever  had 
been  from  100  to  101  degrees  F.  with  some  shaking  chills. 
One  day  prior  to  admission  pustular  lesions  appeared  on  the 
right  hand,  then  on  the  left  hand. 

Physical  examination  was  identical  to  that  described  be- 
fore but  the  skin  lesions  were  fewer  in  number. 

Laboratory  testing  revealed  normal  values  for  tbe  com- 
plete blood  count  and  sedimentation  rate.  Rheumatoid 
agglutination  remained  negative,  an  LE  cell  test  was  nega- 
tive, and  joint  fluid  examination  and  culture  were  negative. 

She  was  treated  for  four  days  with  bed  rest  and  Naproxen 
but  no  antibiotics.  She  was  dismissed  with  no  medication, 
feeling  well. 

She  was  well  and  not  seen  by  us  for  five  months  when  in 
March  1978  she  was  admitted  for  the  third  time  with  joint 
pain  of  two  weeks  duration.  The  only  change  from  the  previ- 
ous clinical  picture  was  absence  of  the  skin  lesions. 

Laboratory  tests  included  a normal  complete  count,  a 
sedimentation  rate  of  30  millimeters  per  hour,  a negative 
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LE  cell  test,  a negative  antinuclear  antibody  titer,  a nega- 
tive rheumatoid  agglutination,  a negative  test  for  cryo- 
globulins, and  negative  joint  x-rays. 

She  was  seen  in  consultation  by  a rheumatologist  who 
recalled  a report  of  arthritis  following  jejunoileal  bypass, 
and  who  led  us  to  what  we  believe  to  be  the  correct  diagnosis. 

She  responded  quickly  to  therapy  with  Indomethacin  and 
was  dismissed. 

Her  most  recent  admission  was  in  May  1978,  this  time  for 
right  calf  pain  and  swelling  diagnosed  and  treated  as 
thrombophlebitis.  She  had  had  somejoint  pain  and  stiffness 
in  the  preceding  two  months  but  this  was  well  controlled  by 
outpatient  therapy  with  Indomethacin  25mg.  three  times 
daily. 

During  this  admission  she  developed  an  effusion  in  the 
left  knee  but  this  was  quickly  suppressed  by  the  addition  of 
Prednisone  to  the  other  therapy  for  a few  days. 

When  last  seen  in  July  1978  she  was  taking  Indometha- 
cin 25mg.  three  times  daily  and  having  no  joint,  skin,  or 
phlebitic  problems.  She  was  pleased  by  her  weight  of  153 
pounds,  a loss  of  97  pounds.  She  is  willing  to  continue  to 
suppress  the  arthritis  with  Indomethacin  rather  than  to 
have  the  bypass  taken  down. 

Discussion 

At  the  time  of  this  writing  we  have  found  ten 
reported  cases  of  this  disease^  Of  these,  eight 
patients  had  received  jejunocolic  bypasses  and 
two  had  received  jejunoileal  bypasses,  such  as 
our  patient.  In  eight  patients  the  duration  of 
arthritis  was  under  one  year  following  which 
they  were  reported  to  be  asymptomatic  without 
therapy.  One  patient  endured  arthritis  for  three 
years  after  which  the  bypass  was  taken  down. 
Another  patient  had  been  ill  for  four  years  and 
on  intermittent  medical  therapy.  Our  patient 
has  been  on  intermittent  medical  therapy  for 
two  years. 

In  only  one  of  the  ten  reported  cases  is  a skin 
rash  mentioned^.  This  was  an  erythematous 
macular  rash  very  unlike  the  discrete  pustular 
papules  seen  in  this  patient. 

Shagrin  and  his  associates^  in  their  original 
report  in  1971  concluded  that  the  cause  of  the 
arthritis  was  unknown.  One  of  their  patients 
improved  during  a course  of  Tetracycline 
therapy  for  a urinary  tract  infection  but  failed 
to  improve  on  similar  therapy  later  on.  They 
concluded  that  the  improvement  was  coinciden- 


tal. The  patient  described  here  improved  while 
on  Penicillin  therapy  but  this  may  also  be  coin- 
cidence. 

Wands  and  his  colleagues^  made  some  impor- 
tant observations  about  the  possible  cause  of 
this  disease.  They  found  cryoprotein  complexes 
of  IgG,  IgM,  and  IgA  circulating  in  the  serum  of 
their  three  patients  with  arthritis  but  absent  in 
two  patients  with  no  arthritis.  The  cryoproteins 
disappeared  when  the  arthritis  subsided.  They 
further  identified  IgG  specific  for  antigens  of  E. 
coli  and  B.  fragilis  in  all  three  of  their  patients. 
They  postulated  that  E.  coli  and  B.  fragilis 
propagate  in  the  blind  loop  of  the  small  bowel 
from  where  they  gain  entrance  to  the  circula- 
tion and  form  immune  complexes  responsible 
for  the  arthritis. 

Mezey  and  his  coworkers^  have  demonstrated 
B.  fragilis  colonization  in  the  blind  loop  of 
bypass  patients.  Furthermore,  Tetracycline  has 
been  shown  to  protect  dogs  from  post  bypass 
liver  injury. 

This  then  appears  to  support  the  hypothesis 
of  Wands  and  his  group  that  the  arthritis,  and 
presumably  the  dermatitis  in  our  patient,  is  an 
immune  complex  disease  resulting  from  inap- 
propriate absorption  of  bacterial  antigens. 

Management  can  usually  be  directed  toward 
symptomatic  control  of  the  arthritis.  Aspirin 
has  been  effective  in  some.  Prednisone  works 
well,  but  prolonged  use  carries  the  attendant 
dangers  of  this  drug.  Indomethacin  worked  well 
in  several  reported  cases  and  has  worked  well  in 
our  patient.  Individuals  who  have  undergone 
bypass  surgery  for  morbid  obesity  are  usually, 
in  our  experience,  very  reluctant  to  have  the 
operation  reversed.  It  would  appear  that  this  is 
not  necessary  to  manage  the  arthritis  in  most 
instances. 
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CLINICAL  BRIEF 


Dye  localization  of  small  breast  lesion 


John  C.  Budge,  MD,  and  Robert  M.  Knight,  MD,  Laramie, 
Wyoming 

Xeroradiography  can  aid  in  identification  of  calcified 
breast  lesions  as  small  as  2-3  mm.  Many  breast  lesions  in 
this  size  range  are  non-palpable.  A difficulty  for  surgeons  is 
that  when  a lesion  is  described  by  quadrant  radiographi- 
cally, it  does  not  correspond  to  the  location  of  the  lesion 
when  the  patient  is  supine,  prepped,  and  draped.  In  one  case 
the  patient  did  turn  out  to  have  carcinoma  but  it  took  four 
large  biopsy  specimens  to  find  the  lesion.  The  lesions  may 
not  be  palpable  at  surgery  or  in  the  biopsy  specimen. 

This  is  particularly  true  with  some  of  the  medullary  car- 
cinomas which  can  feel  like  normal  breast  tissue.  Current 
procedure  in  the  Ivinson  Memorial  Hospital  is  to 
xeroradiograph  excised  tissue  prior  to  pathologic  review  so 
it  may  be  determined  whether  or  not  the  calcifications  have 
been  removed. 

Different  methods  have  been  used  in  order  to  localize 
these  lesions.  One  method  involves  needle  insertion  into 
position  under  radiographic  control.  Another  uses  dye 
localization  in  which  methylene  blue  is  injected  into  a gen- 
eral area.  The  latter  procedure  was  modified  at  Ivinson 
Memorial  Hospital  by  localization  of  the  needle  tip  at  the 
lesion,  using  xeroradiography  approximately  one  hour  prior 
to  surgery.  Twofold  advantages  are  noted:  1)  lesions  are 
immediately  located,  and  2)  less  breast  tissue  is  required  for 
biopsy  specimen. 

The  lesions  with  which  we  are  most  concerned  are  those 
which  are  nonpalpable.  Technically,  a small  amount  of 
xylocaine  is  used,  generally  in  the  region  of  the  areola.  A 
'\-V2  inch,  22  gauge  needle  is  usually  adequate  for  localiza- 
tion. (Fig.  1)  With  a larger  breast  or  with  a deep  lesion,  a 
long  22-gauge  spinal  needle  is  used.  The  patient  is 
positioned  for  mammography  and  the  needle  is  inserted, 
with  care  to  direct  the  needle  correctly  both  on  craniocaudad 
view  and  mediolateral  view.  The  tip  of  the  needle  should  not 
be  further  than  Va  cm.  on  either  view  (Fig.  2)  from  the  lesion. 

In  examination,  the  reverse  mode  on  the  xerioradiograph 
is  utilized,  as  a large  halo  around  the  needle  may  obscure 
small  calcifications  otherwise.  In  the  same  position,  injec- 
tion of  approximately  0.2-0. 3 cc.  of  methylene  blue  is  done, 
causing  a burning  sensation  of  5-10  seconds  duration  (Fig. 
3).  Since  there  is  no  ruling  by  the  FDA  on  methylene  blue, 
patients  are  asked  to  sign  a release  for  its  use. 

Removal  of  methylene  blue  and  V2-I  cm.  of  surrounding 
tissue  then  follows.  (Fig.  4)  In  thirty  cases  the  surgeon  has 
found  the  lesion  in  every  case  at  the  first  attempt.  The 
specimen  is  taken  directly  to  the  Radiology  Department 
where  xeroradiography  takes  place,  so  verification  of  the 
lesion's  removal  can  be  made.  A further  advantage  is  that 
the  pathologist  can  be  directed  towards  the  lesion  for  sec- 
tioning. 

This  technic  has  enabled  surgeons  to  locate  small  breast 
lesions  with  greater  accuracy,  and  in  addition,  excision  of 
benign  lesions  has  required  removal  of  lesser  breast  tissue. 


Fig.  1 . Needle  positioned  while  patient  is  in  place  for  mamography. 


Fig.  2.  Needle  tip  at  lesion  seen  on  xerogram. 


Fig.  3.  Dye  being  injected  to  lesion  location. 


Fig.  4.  Site  of  lesion  showing  dyed  area  to  be  removed. 


322 


Rocky  Mountain  Medical  Journal 


NOWy  a new  service  for  Physicians  only 

Announcing  . . . 


Medicredit® 

Available  to  all  doctors 

Signature  Loans 
or 

Lines  of  Credit 
up  to  $50,000 


Special  features  of  Medicredit: 


m Medicredit  is  issued  on  your  signature  only-no  collateral  other  than  life  insurance 

• Repayment-as  long  as  5 years 

m Medicredit  is  like  having  a $50,000  lifetime  credit  card 

• Interns  and  residents  can  borrow  up  to  $20,000  with  interest  only  the  first  year 

• No  pre-payment  penalties.  You  may  pay  off  your  Medicredit  anytime  you  wish  without  penalty 

m Personal  and  confidential.  At  your  convenience,  an  SPAA  representative  will  make  an  appointment  with  you 


WPAA 

Western  Physicians 
Advisory  Association 


A non-profit  membership  organization  serving  the  financial  needs  of  the  medical  profession. 

14  Inverness  Drive  East 
Building  Eight- Penthouse  K 
Denver,  Colorado  80112 
(303)  770-2803 

A Division  of  SPAA,  Atlanta,  Georgia 
Carlos  Morales-Davila,  Executive  Director 
Available  Nationwide 


for  1978  323 


ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 


fiFRICfiN  fiPVENTaRE 

Is  Morocco  and  Kenya.  Wander  the  narrow  streets  of  the  Casbahs  in 
ancient  Rabat  and  mysterious  Casablanca.  Shop  in  colorful  souks.  Visit 
Djemaa  El  Fna  Square  in  Marrakech,  teeming  with  storytellers,  snake 
charmers  and  soothsayers.  Roam 
the  vast  game  parks  of  Kenya  by 
safari  rover.  Capture  elephant, 
zebra  and  lion  on  film.  Relax  at 
luxurious  lodges  or  take  a trip  into 
Masai  and  Kikuyu  native  villages. 

Lounge  on  the  sands  of  Mombasa 
and  let  the  warm  Indian  Ocean 
soothe  you.  Discover  enough 
native  artifacts  to  start  your  own 
museum. 

Join  our  two-week  Adventure 
to  the  land  that  fascinated 
Hemingway  — before  it  dis- 
appears forever.  We  depart 
Denver  on  March  5,  1979, 
returning  on  March  19.  Leave 
winter  behind  . . . escape 
to  Africa. 


$1698 

includes  chartered  round-trip 
jet  flights,  deluxe  hotel  in  each 
city,  full  American  breakfast, 
and  dinner  each  evening  at  a 
selection  of  the  finest  restaurants. 


Make  Your  African  Adventure  Reservations  Today! 

Send  to:  Rocky  Mountain  Medical  Conference 
1601  East  19th  Avenue 
Denver,  Colorado  80218 

Enclosed  is  my  check  for  $ ($100  per  person),  as  deposit. 

Name 


Home  Address 


City 


State 


Zip 


Area  Code 


Phone 


A Non-Regimcnted  INTRAV  Deluxe  Adventure 


ORGANIZATION 


Denver  Surgeon  Honored 

For  contributions  as  president  during  1976  and  1977  of 
the  Denver  Academy  of  Surgery,  and  for  his  work  in  striving 
to  improve  the  quality  of  Colorado  surgery,  Ben  Eiseman, 
MD,  of  Denver,  has  been  honored.  Eiseman  is  professor  of 
surgery  at  the  University  of  Colorado  Medical  Center  and 
chief  of  the  department  of  surgery  at  Rose  Medical  Center. 


Health  Fellows  Program  Renewed 

A three-year  grant  of  $359,500  from  the  W.K.  Kellogg 
Foundation  of  Battle  Creek,  Michigan,  to  renew  the  Health 
Fellows  Program  carried  out  by  the  Hospital  Research  and 
Educational  Trust  has  been  made.  Under  this  grant  ten 
fellowships  which  provide  individuals  with  experience  in 
identifying  and  achieving  improvements  in  the  organiza- 
tion and  delivery  of  health  care  are  offered. 

Six-month  fellowships  of  $9,000  each  and  funding  for 
annual  meetings  of  each  years’  fellows  are  awarded.  Appli- 
cation forms  are  available  from  the  Hospital  Research  and 
Educational  Trust,  840  North  Lake  Shore  Drive,  Chicago, 
Illinois  60611,  and  completed  applications  are  due  De- 
cember 1,  1978. 


AAFP  President  Installed 


Kresge  Foxmdation  Grant  to  Rose 


John  A Van  Buskirk,  MD,  Aberdeen  Village,  Colorado 
was  installed  as  president  of  the  Colorado  Academy  ofFam- 
ily  Physicians  in  July  at  Vail.  Van  Buskirk  edits  the  Col- 
orado Academy  of  Family  Physicians  Journal,  and  is  an 
instructor  m family  medicine  in  the  clinical  institute  at  the 
University  of  Colorado  School  of  Medicine. 

A number  of  Colorado  doctors  have  completed  the  150 
hours  of  accredited  continuing  medical  study  required  over 
the  past  three  years  to  maintain  membership  in  the  Ameri- 
can  Academy  of  Family  Physicians,  the  national  association 
01  family  doctors. 

Among  these  are  Aris  Sophocles,  Jr.,  Breckenridge:  Paul 
D.  Bostrom,  MD,  David  Hostettler,  MD,  Eagle-  Eugene 
Hesse,  MI^  Greeley;  Grant  W.  Hurley,  MD,  Cortez;  and 
Theodore  R.  Lenz,  MD,  Pueblo;  and  Karen  Dolby,  MD 
Westcliffe.  ’ 


Rose  Medical  Center  has  received  a $100,000  grant  ap- 
proval from  The  Kresge  Foundation,  Troy,  Michigan,  to- 
wards raising  $4.8  million  for  a proposed  West  Wing,  which 
would  provide  outpatient/emergency  care  facilities  aimed  at 
a lower  cost  approach  to  patient  care.  Nearly  $3.8  million 
has  been  raised  already  for  the  Project  Forward  concept. 


Newman  wins  Lung  Fellowship 


John  H.  Newman,  MD,  third-year  fellow  at  the  Univer- 
sity of  Colorado  Medical  Center,  has  been  awarded  a $7,000 
partial  fellowship  by  the  American  Lung  Association  of 
Colorado  to  fund  a study  of  the  relationship  between  lung 
disease  and  heart  disease. 
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Butterfield  Honored  in 
Pediatric  Newsletter 

The  Report  from  the  Committee  on  Fetus  and  Newborn  in 
the  Perinatal  Section  News  portion  of  the  Newsletter  of  the 
Section  on  Perinatal  Pediatrics  of  the  American  Academy  of 
Pediatrics,  Vol.  2.  No.  1,  July  1978,  took  special  note  of  L. 
Joseph  Butterfield,  MD,  of  The  Children’s  Hospital,  as  fol- 
lows: 

Referring  to  work  done  by  various  groups  and  individuals 
on  perinatal  care,  the  News  notes  that  "Although  there  were 
many  dedicated  people  involved  in  the  production  of  this 
publication  ("Toward  Improving  The  Outcome  of  Preg- 
nancy,” published  by  the  Committee  on  Perinatal  Health), 
we  must  take  our  hats  off  to  Dr.  Joe  Butterfield,  who  set  the 
wheels  in  motion  at  a small  meeting  in  the  Brown  Palace  in 
Denver  in  1971,  and  moved  the  whole  problem  of  improving 
perinatal  health  care  directly  into  the  executive  committees 
of  all  the  above-mentioned  societies.” 


Kennedy  Named  Staff  President 

Jamieson  D.  Kennedy,  MD,  Colorado  Springs  family 
practitioner,  has  been  named  president  of  the  medical  staff 
at  St.  Francis  Hospital,  Colorado  Springs.  David  L.  Bower- 
man,  MD,  Colorado  Springs  pathologist,  has  been  named 
president-elect  at  the  hospital,  with  Richard  A.  Modlin, 
otolaryngologist,  named  to  be  secretary  of  the  staff. 


University  of  Colorado  Medical  Center 


Neonatal  Jaundice  Studied 

An  article  in  the  Medical  World  News  for  August  21, 1978 
reviewed  work  done  by  John  R.  Lilly,  MD,  Denver  Surgeon 
at  the  Children’s  Clinical  Research  (lien  ter  of  the  University 
of  Colorado  Medical  Center  in  the  field  of  neonatal  jaundice. 

Identification  of  biliary  artresia  can  save  90  per  cent  of 
the  infants  with  this  congenital  disorder  if  they  are  operated 
on  before  they  are  two  months  old.  Delayed  to  four  months, 
little  chance  of  saving  infants  with  biliary  artresia  exists. 
Dr.  Lilly  has  operated  on  42  infants  over  the  past  three 
years,  using  a modification  of  a Japanese  procedure  de- 
veloped by  Dr.  Morio  Kasai,  Sendai,  Japan,  in  which  a 
25-cm  section  of  the  jejunum  is  used  as  a bile  conduit  with 
externalisation  of  the  biliary-enteric  anastomosis,  which 
prevents  reflux  to  the  liver. 


Pierce  Elected  FASEB  President 

G.  Barry  Pierce,  MD,  professor  and  chairman  of  pathol- 
ogy, was  elected  to  a one-year  term  as  president  of  the 
F ederation  of  American  Societies  for  Experimental  Biology. 
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track  you  can  start  training  for  next  year's  marathon.  Plus  we  provide  stress  testing  as  an 
integral  part  of  our  total  fitness  program. 

Come  by  and  bring  a friend.  Better  yet  bring  several.  Or  phone  861-4675  for  further 
information. 
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Bos  wick  Named  Bum  Society  Officer 


John  A.  Boswick,  Jr.,  MD,  professor  of  surgery  and  chief  of 
the  hand  surgery  service,  was  elected  secretary -general  of 
the  International  Society  for  Burn  Injuries  at  its  5th  annual 
International  Congress  on  Burn  Injuries,  June  18-23  in 
Stockholm,  Sweden. 


Traveling  Doctors 

Morton  Kligerman,  MD,  spoke  to  the  XEI  International 
Cancer  Congress  in  Buenos  Aires,  Argentina  on  October  10. 
Robert  Loftfield,  MD,  chairman  of  the  department  of 
biochemistry,  has  been  invited  to  speak  in  several  European 
cities,  including  Abo,  Finland;  Grignon,  France,  and  in 
Stuttgart,  Regensburg,  Gottingen,  Braunschweig,  and 
Hanover,  Germany.  Robert  Moseley,  Jr.,  chairman  of  the 
department  of  radiology,  has  been  elected  an  honorary 
member  of  the  Swedish  Society  of  Medical  Radiology,  and 
will  speak  in  Lund  and  Stockholm,  Sweden,  and  Helsinki, 
Finland. 


There  is  still  an  urgent  need  for  two  issues  of  the  Rocky 
Mountain  Medical  Journal.  If  there  are  copies  of  the  May! 
June  issue,  Number  3,  and  the  July! A ugust  issue,  Number  4 
you  could  let  us  have,  we  would  be  most  grateful. 
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ing  disorders,  exploding  that  term  will  yield  any  cita- 
tion indexed  to  any  of  those  terms.  Another  pertinent 
MESH  term  is  music.  Possible  text  words  are  loud, 
noise,  pop,  disco,  popular,  discotheque,  decibel. 


Have  you  heard  that  the  most  sophisticated  com- 
puterized literature  system  now  is  directly  available 
to  medical  society  members  at  the  Denver  Medical 
Society  Library?  The  National  Library  of  Medicine’s 
MEDLARS  (MEDical  Literature  Analysis  and  Re- 
trieval S ystem)  can  be  accessed  through  the  terminal 
which  is  located  in  the  library  building. 

Probably  the  most  familiar  aspect  of  this  system  is 
MEDLINE  (MEDLARS  on-line).  Currently,  citations 
from  medical  journals  and  selected  monographs  in- 
dexed between  January,  1976  and  the  present  can  be 
printed  on-line  once  a search  strategy  has  been  deli- 
vered to  the  computer.  Additionally,  any  literature 
indexed  since  January,  1966  is  available  within 
three-year  segments  of  the  Backfiles.  This  retrieval 
is  prepared  at  the  National  Library  of  Medicine  on 
the  evening  of  the  request  and  then  mailed  to  the 
library  on  the  following  day. 

The  physician  who  requests  a MEDLINE  search 
can  ensure  optimal  results  by  fully  describing  the 
clinical  problem  and  by  informing  the  analyst  of  any 
known  relevant  articles.  Many  computerized 
databases  are  programmed  to  allow  searching  in  the 
natural  language  mode,  where  the  searcher  must 
input  all  possible  synonyms  and  spellings  of  the  sub- 
jects) to  be  searched.  However,  MEDLINE’s  use  of  a 
controlled  vocabulary  (MEdical  Subject  Headings) 
allows  for  more  thorough  refinement  of  the  search 
strategy.  The  following  sample  search  will  depict  how 
the  controlled  vocabulary  approach  can  be  coupled 
with  the  natural  language  (text  word)  facility  in 
MEDLINE  searching. 

A physician  has  requested  information  on  hearing 
problems  due  to  loud  music.  Pertinent  MESH  head- 
ings include  hearing  disorders,  deafness,  acoustic 
trauma,  presbycusis,  and  tinnitis.  Since  these  are  all 
included  within  a hierarchical  structure  under  hear- 


Search  Statement: 

SS  1:  Explode  hearing 
disorders 

SS  2:  Music 


SS  3:  1 and  2 


SS  4:  (tw)  all  loud:  or 
all  nois:  or  disco  or 
popular  or  all  discot: 


SS  5:  3 and  4 


SS  6:  5 and  Eng(LA) 


The  Analyst  asks  the 
computer  to  perform 
its  "Explosion”  function. 
The  computer  searches  for 
terms  indexed  under 
music 

The  computer  will  look 
for  citations  indexed 
under  both  terms 

Text  word  terms  are 
truncated  with  a colon 
to  allow  retrieval  of 
pluralized  or  variant 
spellings  of  these  words  as 
they  occurred  in  the 
title  or  abstract  of  an 
article. 

The  computer  for  terms 
indexed  under  the  MESH 
headings  in  statements  1 
and  2,  which  also 
include  text  words  from 
statement  4. 

The  computer  will 
indicate  the  number  of 
pertinent  articles  printed 
in  the  English  language. 


The  Analyst  can  then  have  up  to  twenty-five  cita- 
tions printed  at  the  terminal. 

Call  the  Denver  Medical  Society  Library  (303) 
861-1221,  ex.  251  or  252  between  8:30  and  5:00  Mon- 
day-Friday  and  request  a MEDLINE  search  to  fit 
your  information  needs. 


ARTHUR  SAKAMOTO,  M.D.,  F.A.C.P. 

Medical  Oncology 

is  pleased  to  announce  the  relocation 
of  his  office 

FROM:  3501  South  Corona  Street,  Suite  3 
Englewood,  Colorado  80110 

TO:  Harvard  Park  Medical  Plaza 

950  East  Harvard  Avenue,  Suite  230 
Denver,  Colorado  80210 
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Book  Review 

Everything  You  Always  Wanted  to  Know  About  Nutrition  by  David 
Reuben,  MD.  Simon  & Schuster,  New  York.  $9.95. 

Doctor  Reuben  has  shifted  his  literary  interest  from  the  Joy  of  Sex 
to  the  Joy  of  Cooking.  However,  unlike  his  closest  competitor, 
whose  name  creates  the  restful  fantasy  of  Comfort,  Dr.  Reuben 
creates  thoughts  of  a sandwich.  His  latest  book  takes  the  reader 
through  the  dietary  maze  from  vitamins  to  his  concept  of  the  “ideal 
diet.”  There  are  chapters  on  minerals,  trace  elements,  fats,  car- 
bohydrates, protein  and  sugar.  The  main  problem  that  this  reviewer 
found  in  reading  the  book  was  the  over-lapping  of  Dr.  Reuben's 
opinions,  homey  folklore,  and  relatively  sparse  scientific  facts. 

If  one  believes  the  introductory  material  and  frequent  reinforcing 
innuendos  throughout  the  book  we  would  have  to  believe  that  every 
other  country  in  the  world  is  free  of  diabetes,  heart  disease,  CVA’s, 
hypertension,  fatigue,  impotence,  and  fallen  arches. 

The  author  continually  chides  us  to  look  to  other  countries  for 
dietary  guidance,  and  continually  reminds  us  of  how  deprived, 
depraved,  and  depressed  our  food  has  made  us.  If  the  reader  pauses 
for  a moment  and  considers  his  recent  travels  to  other  countries, 
including  medical  sessions,  he  may  recall  an  overwhelming  waiting 
list  at  foreign  medical  facilities  for  diabetes,  heart  disease,  CVA’s, 
hypertension,  fatigue,  impotence,  fallen  arches,  and  many  other 
diseases  that  Dr.  Reuben  always  wanted  to  know  about  but  was 
afraid  to  ask. 


The  book  contains  many  dogmatic  impact  statements  that  seem  to 
come  from  above.  Some  of  these  .statements  emphasize  the  point, 
however  they  may  also  frighten  lay  readers. 

A few  examples  from  the  book:  “you  have  seen  the  ads  that  tell 
your  patients  first  to  swallow  a nostrum  iron  tonic  — and  then  when 
their  leukemia  exacerbates,  consult  their  family  physician."  “Please 
don’t  be  afraid  to  tell  them  that  refined  sugar  in  doses  of  1 50  pounds  a 
year  will  harm  them  seriously.”  “Taking  iron  when  you  don't  need 
it  can  lead  to  certain  problems  including  impotence  and  frigidity, 
heart  failure,  diabetes  and  liver  cancer”  (Ref.:Merck  Manual. 
1972)  I’m  not  frightened  by  the  last  three  diseases  but  the  first  two  are 
enough  to  make  me  swear  off  iron  forever. 

Although  there  is  an  eight  page  bibliography  at  the  end  of  the 
book,  there  is  very  little  indication  throughout  the  text  that  it  was 
used.  The  reader  is  given  occasional  footnote  references  at  the 
bottom  of  38  pages.  Included  in  these  are  five  references  from  the 
1972  Merck  Manual  (a  pity  they  didn’t  send  him  the  new  1977 
edition)  one  reference  from  the  1961  Merck  Veterinary  manual,  one 
from  the  medical  dictionary,  and  other  references  from  such  scien- 
tific stalwarts  as  Food  Engineering.  May  1970,  and  Zusammenfas- 
sender  Vortrag  mi  Literaturangaben,  1968. 

All  in  all  the  book  is  an  enjoyable  reminder  of  the  importance  of 
diet  on  health,  and  it  can  be  read  during  a lunch  hour  at  the  local 
hospital  cafeteria  while  munching  on  white,  enriched,  refined, 
synthetic  food. 


David  L.  Kelble,  MD 
Associate  Editor 


NOW  LEASING  in  Aurora 

The  Highline  East  Medical  Building 


DOCTORS  & DENTISTS.  Prime  office  space 
at  modest  prices  will  be  available  soon  in  the 
Highline  East  Medical  Building  in  our  nation's 
fastest  growing  community — Aurora. 

Contains  18,000  square  feet  with  approxi- 
mately 12  to  18  suites;  minimum  rental — 765 
feet.  Located  at  Second  and  Peoria  near  the 
Aurora  Community  and  Presbyterian  Hospi- 
tals. 

Attractive  bi-level  building  constructed  of 
cedar  and  moss  rock,  featuring  glass  enclosed 
atrium  and  adjacent  parking. 


We  provide:  Water,  window  coverings,  interior 
and  outside  walls.  You  decide  on  interior 
floorplan,  partitions,  wall  coverings  (or  paper), 
sinks,  etc. 

For  leasing  information  call  or  write  Lance 
Biernbaum,  Realty  World  — Lane  Jorgenson 
& Co.,  Aurora,  Colorado.  (303)  364-331 1 or 
visit  offices  at  12203  E.  Second  Avenue,  Au- 
rora. Inquire  today.  Free  brochure. 
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total-® 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500733 


Colorado 

Ernest  A.  Jaros,  MD,  70,  of  Grand  Junction,  a 
retired  physician  and  surgeon,  died  unexpectedly 
September  4,  1978  while  golfing  at  the  Bookcliff 
Country  Club. 

A lifetime  resident  of  Grand  Junction,  Dr.  Jaros 
practiced  medicine  here  for  35  years  prior  to  his  re- 
tirement in  1969.  He  was  affiliated  with  St.  Mary’s 
Hospital  throughout  his  medical  career  and  was  a 
past  president  of  the  Mesa  County  Medical  Society. 

Born  in  Grand  Junction  March  15,  1908,  he  at- 
tended Mesa  College  and  earned  his  medical  degree 
from  the  University  of  Colorado  Medical  School  in 
1934.  Following  internships  in  San  Bernardino, 
California,  and  with  the  Civilian  Conservation  Corps 
in  Colorado,  Dr.  Jaros  entered  private  practice  here 
in  1936. 

Among  his  memberships  were  the  American  Medi- 
cal Association,  the  Colorado  Medical  Society,  the 
Bookcliff  Country  Club. 

An  active  man  who  loved  the  outdoors.  Dr.  Jaros 
enjoyed  gardening,  golf,  photography,  fishing  and 
hunting. 

Surviving  are  his  wife,  Elizabeth  Apelquist  Jaros; 
a son,  Robert  E.  Jaros  of  Littleton;  a daughter,  Bar- 
bara J.  Dickinson  of  East  Greenwich,  R.I. 

Charles  Smith,  MD,  a retired  Denver  physician, 
died  in  St.  Luke’s  Hospital  August  27,  1978  after 
suffering  a stroke.  He  was  82. 

Born  in  Denver  June  12,  1896,  he  was  graduated 
from  North  High  School  and  attended  the  University 
of  Denver.  He  was  employed  as  a chemist  for  Great 
Western  Sugar  Co.  until  World  War  I,  when  he  served 
as  a medic  in  a London  hospital. 

He  later  attended  the  University  of  Colorado  Medi- 
cal School.  He  received  his  degree  in  1930  and  served 
his  internship  and  residency  at  Colorado  General 
Hospital. 

He  practiced  pediatrics  for  a brief  time  before  ob- 
taining a master’s  degree  in  public  health  from  the 
University  of  California.  He  was  the  first  certified 
U.S.  Public  Health  officer  to  serve  in  Denver.  He  was 
a Life  Emeritus  member  of  the  Colorado  Medical 
Society,  and  an  honorary  member  of  the  American 
Medical  Association. 

He  was  married  to  Ruth  McGrew  in  1922  in  Fort 
Morgan. 

Surviving  in  addition  to  his  widow  is  a son,  William 
1.  Smith  of  Aurora. 

Services  for  Albert  E.  Evans,  MD,  74,  of  3338  S. 
Oneida  Way,  were  August  28,  at  Fairmount  Mortu- 
ary. 


He  died  August  25  at  St.  Luke’s  Hospital  after  a 
brief  illness. 

Evans  was  born  July  3,  1904.  He  attended  Purdue 
University  and  the  University  of  Wisconsin  Medical 
School.  He  was  married  to  Jane  Magill  October  7, 
1934,  in  Laramie,  Wyoming  and  was  in  general  med- 
ical practice  in  Utah  and  Wyoming  before  joining  the 
staff  of  St.  Luke’s  in  1939. 

Evans,  an  anesthesiologist,  was  a naval  comman- 
der in  World  War  II  and  practiced  in  a naval  hospital. 

He  was  a member  of  the  Denver  Medical  Club;  the 
American,  Colorado  and  Denver  medical  societies; 
the  American  Society  of  Anesthesiologists. 

Survivors  include  his  wife;  a son,  Robert  of  Denver; 
a daughter,  Mrs.  Jane  Ann  Shearer  of  Tucson, 
Arizona. 


Services  were  September  25  at  Mount  Nebo 
Cemetary  for  Maurice  E.  Marcove,  MD,  75, 
longtime  Denver  Opthalmologist. 

Marcove,  77  S.  Adams  St.,  died  September  24  at 
Rose  Medical  Center. 

He  was  bom  March  11,  1903,  in  London  and  came 
to  Denver  at  the  age  of  9 months.  After  graduating 
from  the  University  of  Colorado  in  1928,  he  interned 
in  California,  then  received  opthalmology  training  at 
Wills  Eye  Hospital  in  Philadelphia.  He  practiced  in 
Denver  for  nearly  50  years. 

He  was  married  to  Gertrude  Rosenberg,  a Denver 
native,  in  1930. 

Marcove  was  one  of  the  founders  of  Beth  Israel 
Hospital  and  Rose  Medical  Center.  He  was  an  as- 
sociate professor  at  the  University  of  Colorado  Medi- 
cal School  and  chief  of  surgery  at  Rose  Medical 
Center.  He  was  a member  of  several  medical  associa- 
tions and  published  numerous  medical  articles. 

Survivors  include  his  widow,  three  sons,  Stanley, 
Gerald,  and  Alan  of  Denver,  a daughter,  Phyllis 
Deutsch,  San  Francisco,  a sister,  Esther  Sachter, 
Denver,  and  10  grandchildren. 


Memorial  services  for  Edward  N.  Chapman,  MD, 
pioneer  in  stirring  public  action  for  better  sewage 
systems  in  Denver  and  other  Colorado  cities,  were 
September  4 in  his  home  in  Carmel  Valley,  Califor- 
nia. 

Chapman,  83,  died  September  3 in  Carmel  Valley. 

He  was  born  April  4,  1895,  in  Worcester,  Mass.  He 
was  reared  in  Old  Lyme,  Conn,  and  was  graduated 
from  Yale  College  and  Harvard  Medical  School.  He 
interned  at  Hartford  Hospital  in  Hartford,  Conn, 
after  a term  as  physician  at  Pilley’s  Island  Hospital  in 
Sir  Wilfred  Grenfell’s  mission  to  Newfoundland  and 
Labrador. 

Chapman  contracted  tuberculosis  which  inter- 
rupted his  training  in  pediatrics.  He  was  treated  at 
Trudeau  Sanatorium  in  Saranac  Lake,  N.  Y.  There  he 
was  married  to  Janet  Johnson  in  August,  1925. 

The  couple  moved  to  Colorado  Springs  shortly  af- 
terward, and  lived  there  for  38  years. 


for  1978 


331 


Chapman  compiled  statistics  showing  that  use  of 
sewage-contaminated  water  for  irrigation  on  farms 
contributed  to  infant  mortality  and  adult  intestinal 
diseases. 

During  World  War  II,  he  was  director  of  maternal 
and  child  health  in  the  Colorado  Department  of 
Health.  After  the  war,  he  became  state  director  of 
tuberculosis  hospitalization,  a position  he  held  at  his 
retirement  in  1960.  He  served  on  the  board  of  the 
Webb-Waring  Lung  Institute,  and  in  1958  received 
the  James  J.  Waring  Award  for  outstanding  con- 
tributions to  tuberculosis  control.  The  Colorado  Con- 
ference of  Social  Welfare  gave  him  its  Distinguished 
Service  Award  in  1960. 

He  founded  a chair  of  economics  at  Colorado  Col- 
lege in  Colorado  Springs.  He  also  founded  the  Chap- 
man Research  Fund  to  support  religion,  economics 
and  medicine  research. 

After  his  retirement,  he  moved  to  Carmel  Valley, 
where  he  served  on  the  boards  of  the  Carmel  Founda- 
tion and  the  Visiting  Nurse  Association. 

Survivors  include  his  widow,  of  Carmel  Valley; 
three  sons.  Dr.  Robert  of  Denver,  Edward  N.  Jr.  of 
New  York  City  and  Dr.  Richard  F.  of  Palo  Alto,  Calif.; 
a sister,  Mrs.  Lucie  Cowie  of  Toronto,  Ont.,  and  five 
grandchildren. 


The  Sunday  Symposium  on  Alcoholism 

8:00  am-5:00  pm 

March  11,  1979 
Writer’s  Manor,  Denver 
Registration  Fee;  $50,  Includes  lunch 

Sponsored  by: 

National  Council  on  Alcoholism,  Mile  High  Area 

For  information  contact:  NCA, 
2525  West  Alameda  Avenue,  #214 
Denver,  Colorado  80219 
(303)  934-2101 


Life  looks  pretty  good  to  you, 

doesn  t it?  And  it  should.  You've  worked  hard  and  you've 
got  a lot  to  show  for  it.  A beautiful  family ...  a comfortable  home  . . . and 
a promising  future.  So  what  can  Mutual  of  Omaha's  Disability  Income 
Protection  do  for  you?  IVLAYBE  help  you  keep  all  those  things  for 
which  you've  worked  so  hard,  should  you  have  to  stop  practicing  / 
because  of  a serious  illness  or  injury.  t 

You  see.  not  many  of  us  could  afford  to  do  without  a monthly  . 
income  for  a considerable  length  of  time.  If  you  were  suddenly  • 
disabled,  you  might  be  faced  with  that  problem.  Other  Colo-  / 
rado  Medical  Society  members  have  been.  That's  why  CMS  t 
endorses  disability  income  protection  . . . since  1961  Colo-  . 
rado  Medical  Society  members  have  received  over  one  / 
million  dollars  in  benefits  for  covered  disabilities.  And  ^ 
that's  how  Mutual  of  Omaha’s  disability  income  pro-  # 
tection  could  work  for  you  ...  by  providing  a regular  * 
benefit  to  you  for  any  covered  sickness  or  accident.  / 

By  the  way,  the  benefits  can  be  used  however  you  t 
think  best  . . . you  decide.  / ^ 

For  more  information,  on  this  disability  income  ■ ^ 
protection  plan,  just  complete  the  coupon  and  / cq  S 


mail  it.  A qualified  Mutual  representative  will 
contact  you  for  an  appointment. 


Mutual 

Ppople  ifou  can  count  on... 

Liie  Insurance  Affiliate; 

Llnitpd  of  Omiiha 


MUTLAl  Of  OMAHA  JNSUSASCf  COMPANY  • HOMf  OffK  f OMAHA  NIBPASHA 


/ 

jL 


/■Si/  -Se 


/ 

/ 

/ 
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Yours  Truly " by  Jobsf — ifs  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  jobst  Service  Center  for  complete  details. 


4L  JOBST  DENVER  SERVICE  CENTER 

Ijlllli  Suite  600,  The  Franklin  Medical  Center 


2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


WANT  ADS 


MEDICAL  OPPORTUNITIES 


OB/GYN  & UROLOGIST  — Board  Certified  or  Board  eligible  for 
Western  Colorado  14-man  multi-specialty  group.  Balanced  practice 
and  recreation  opportunity.  Area  served  provides  skiing,  mountain 
trails,  fishing,  etc.  Modem  clinic,  facility  located  next  to  community 
hospital.  Send  resume  or  contact:  G.  Thomas  Morton,  MD,  Glen- 
wood  Medical  Associates,  P.O.  Box  907,  Glenwood  Springs,  Col- 
orado 81601.  578-26-TFB 

WANTED:  Full-Time  Physician  for  Emergency  Room  work.  Two 
years  experience  or  residency  training  necessary . Contact : Extension 
516,  (303)  341-1371.  378-32-TFB 

SALT  LAKE  CITY,  UTAH — Continuing  growth  means  continuing 
opportunities  for  physicians  to  join  multi-specialty  group  practice. 
Family  Health  Program;  contact  Darlene  Gladden:  (801)  355-1234 
or  send  CV;  323  South  600  East;  Salt  Lake  City,  Utah  84102;  FHP 
also  has  positions  available  in  Southern  California  and  Guam. 

578-27-4B 

OTOLARYNGOLOGIST:  Board  eligible,  available  July  1979. 
University  trained  in  all  aspects  of  Head  and  Neck,  Cosmetic  and 
Maxillo-Facial  Surgery,  Otology,  Allergy  and  ENG.  Six  years  sur- 
gical post-graduate  education  at  University  of  California,  San  Fran- 
cisco, and  Tulane  University.  AAOO  Merit  Award  for  Research. 
C V upon  request.  Desire  partnership  in  Mountain  States.  Write:  Box 
778-5-3B,  do  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado,  80218.  778-5-3B 

DERMATOLOGIST.  Board  certified,  seeks  solo  location  or  associ- 
ation in  the  Rocky  Mountain  area.  Write:  Box  778-I2-3B,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  778-12-3B 


GENERAL  SURGEON  with  chest  and  vascular  experience.  Board 
Certified  or  Board  eligible  for  Western  Colorado  14-man  multi-spe- 
cialty group.  Balanced  practice  and  recreation  opportunity.  Area 
served  provides  skiing,  mountain  trails,  fishing,  etc.  Modern  clinic, 
facility  located  next  to  community  hospital.  Send  resume  or  contact: 
G.  Thomas  Morton,  MD,  Glenwood  Medical  Associates,  P.O.  Box 
907,  Glenwood  Springs,  Colorado  81601.  778-24-TFB 

ANESTHESIOLOGIST,  Board  eligible,  with  fellowship  completed 
in  Intensive-Care  Medicine  at  large  University  Trauma  Center,  with 
latest  therapy  innovations  and  invasive  monitoring  techniques. 
Available  after  March  1979.  Write:  Box  978-2- IB,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  978-2-2B 

GASTROENTEROLOGIST  AVAILABLE,  31,  ABIM,  Univer- 
sity-trained. Clinically  oriented.  All  endoscopic  procedures  includ- 
ing ERCP,  Polypectomy,  etc.  Finish  training  June  1979.  Will  prac- 
tice some  general  medicine  if  needed.  Contact:  C.R.  McMurchy, 
MD,  3 Elliott  Street,  Charleston,  South  Carolina  29401. 

978-19-3B 

AN  ENJOYABLE  PRACTICE  OPPORTUTNITY  in  lovely  Santa  Fe, 
New  Mexico  fora  full-time  Family  Practitioner  to  work  in  a salaried 
position  in  a clinic  with  hospital  practice  and  full  time  ER  coverage. 
To  start  immediately.  Write  La  Familia  Medical  Center,  Box  5395, 
Santa  Fe,  New  Mexico,  87501 , or  call:  Dr.  Kullman  or  Dr.  Cohen, 
(505)  982-4425.  978-22-2B 


PHYSIQAN  POSITION  SOUGHT  for  July  1,  1979.  Degree  from 
AAMC/AMA  accredited  medical  school  and  ability  to  obtain 
Wyoming  licensure  required.  Ability  to  relate  to  university  students 
and  function  in  health  care  team  setting  required.  Salary  range 
$30,768-$32,922.(X).  Contact:  Victor  G.  Henry,  MD,  Director, 
Student  Health  Service,  University  Station,  Box  3068,  Laramie, 
Wyoming,  82071.  University  of  Wyoming  is  an  Affirmative  Ac- 
tion/Equal Opportunity  Employer.  M/F.  978-23-3B 

WANTED:  GENERAL  SURGEON.  Board  Certified  or  Eligible. 
General  Surgeon  preferably,  with  thoracic  and  vascular  experience 
to  join  a thirty-man  multispecialty  group.  Excellent  opportunity. 
Contact:  Lawrence  N.  Gorab,  MD,  Colorado  Springs  Medical 
Center,  209  South  Nevada  Avenue,  Colorado  Springs,  Colorado 
80903,  or  Call:  (303)  475-7700.  778-20-3B 

PHYSICIAN  ASSISTANT  - Nationally  certified  with  2 years  of 
clinical  experience  in  primary  care  at  HMO  seeks  position  in  adult 
and  pediatric  primary  care.  Send  reply  to:  Robert  Fletcher,  7442  D 
Grant  Village,  St.  Louis,  Missouri  63123.  1 1 78-6- IB 

CERTIFIED  PHYSICIAN’S  ASSISTANT  with  2 years  surgical 
experience  wants  to  relocate.  Write  Ron  Armstrong,  70  Granada 
Drive,  Mason  City,  Iowa,  50401,  or  Call:  (515)  423-4108. 

1 178-7-IB 


POSITION  WANTED:  PHYSICIAN  ASSISTANT  available  for 
employment  immediately.  Graduate  of  AMA  approved  PA  program, 
and  taking  national  certifying  exam  for  Physician’s  Assistant  on 
October  4-7.  Salary  negotiable.  Write:  Robert  Beltz,  PA,  246  Cres- 
cent Meadows,  Columbia,  Missouri  65201 , or  Call:  (314)  443-3730. 
1178-8-lB 


MEDICAL  DIRECTOR  for  a new  statewide  improved  Pregnancy 
Outcome  Program,  headquartered  in  Cheyenne,  Wyoming.  Board 
eligible  or  certified  Pediatrics  with  current  knowledge  and  experi- 
ence in  Neonatology.  Association  with  a nearby  University  Medical 
Center  possible.  Requires  Administrative  experience  with  capability 
of  organizing  a statewide  educational  program  relating  to  high  risk 
newborns.  Equal  Opportuntity  Employer.  Salary  negotiable  on  basis 
of  experience  - $37,740  - $47,940.  Contact  L.J.  Cohen,  MD,  Divi- 
sion of  Health  and  Medical  Services,  Hathaway  Building, 
Cheyenne,  Wyoming  82002  or  Call:  (307)  777-7121.  1 178-9-B 


. FAMILY  PHYSICIAN  URGENTLY  NEEDED  to  establish  prac- 
tice in  Town  of  Malta  in  Northcentral  Montana,  junction  of  High- 
ways 2 and  191.  Population  2,500  with  6,500  drawing  area  of 
Phillips  County  in  a prosperous  farming  and  ranching  community 
that  is  progressive  and  growing.  Admirable  health,  schooling,  and 
recreational  facilities.  Excellent  earning  prospects.  Write  or  call: 
Roman  Losleben,  President,  (406)  654-2632;  or  James  F.  Tavary. 
Secretary,  (406)  654-1462,  Phillips  County  Health  Services  Com- 
mittee, Malta,  Montana  59538;  or  Gene  McCracken,  Administrator, 
(406)  654-1100,  Phillips  County  Hospital  Association,  Malta, 
Montana  59538.  1I78-10-3B 


PHYSICIAN  WANTED  for  full  or  part-time  work.  Aspen-Snow- 
mass  Area.  Fee  for  service  with  generous  remuneration.  Plenty  of 
time  to  ski.  This  is  a unique  opportunity,  and  we  need  doctors  now. 
Cali:  (313)  559-4773,  evenings.  1 178-1 1 -2B 
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WYOMING  - OB/GYN,  Family  Practitioners  and  Internists  needed. 
Beautiful  recreational  area.  New  $10,000,000  community  hospital. 
Rapid  growth  area.  Population  60,000.  Contact  Medical  Affairs 
Committee,  P.O.  Box  1527,  Rock  Springs,  WY  82901.  Include 
resume.  II78-I3-6B 

UNIVERSITY  OF  WYOMING  COLLEGE  OF  HUMAN 
MEDIQNE  FACULTY  OPENINGS,  Family  Practice  Residency, 
Casper,  Wyoming.  Family  Practice  Boards  required.  Patient  care, 
resident  and  student  teaching  responsibilities  in  newly  established 
statewide  medical  education  program.  Demonstrated  interest  in  in- 
novative medical  education  program  to  help  meet  health  care  needs 
of  the  state.  Salary  competitive.  Faculty  rank  negotiable.  Closing 
date,  November  30,  1978.  CONTACT:  Joel  Lanphear,  PhD,  Acting 
Dean;  Charles  Huff,  MD,  Director  of  University  of  Wyoming  Col- 
lege of  Human  Medicine,  1522  East  A Street,  Casper,  Wyoming 
82601.  UNIVERSITY  OF  WYOMING  IS  AN  AFFIRMATIVE 
ACTION/EQUAL  OPPORTUNITY  EMPLOYER.  1 178-8- IB 

DIRECTOR  OF  MEDICAL  AFFAIRS  - The  Penrose  Hospitals,  a 
460  bed  general  hospital  complex,  seeks  a physician  with  clinical, 
administrative,  and  teaching  experience  for  this  position.  Inquire  by 
mail  to:  The  Search  Committee,  c/o  Administrator’s  Office,  Penrose 
Hospital,  2215  North  Cascade  Avenue,  Colorado  Springs,  Colorado 
80907.  1178-14-lB 

UROLOGIST/SURGEON.  5-7  years  experience.  Board  Eligible  or 
Certified  Internship  or  Urology  Residency  with  5-7  years  General 
Urology  and  Surgery  experience.  Capable  of  taking  over  general 
surgical  practice.  Office  and  hospital  rounds,  diagnostic  testing/ 
treatment,  perform/assist  surgical  operations  and  urologic  proce- 
dures. Pediatric  urological  management  required.  $35K  p/year. 
Variable  hours.  Call:  (505)  445-9270  or  contact  Drs.  Tiku,  P.C., 
P.O.  Box  968,  Raton,  New  Mexico  87740.  1178-16-lB 

BSRN  SEEKING  EMPLOYMENT  with  progressive  physician. 
Two-year-plus  hospital  experience.  One  year  medical,  one  year 
surgical,  3 months  surgery  scrub.  Experienced  in  chemotherapy. 
Salary  negotiable.  Boulder,  Northglenn,  Broomfield,  and  Denver 
areas  preferred.  Contact:  Mrs.  Michelle  Sturt,  165  Manhattan  Drive, 
Boulder,  Colorado  80303.  11 78- 18- IB 


FAMILY  PRACTITIONER’S  AND  GENERAL  PRACTI- 
TIONER’S OPPORTUNITIES  in  Midland,  Texas.  Challenging 
work  in  a fast  growing  community.  Colleges,  Theatre,  Cultural 
activities.  Community  of  80,000.  Contact:  Mr.  Richard  R.  Bell, 
Executive  Director,  Parkview  Hospital,  3201  Sage  Street,  Midland, 
Texas  79701,  or  Call:  (915)  683-5491  1178-19-3B 


PHYSICIAN  FOR  PRIMARY  CARE  SERVICE  sought  by  State  of 
Oklahoma  Department  of  Corrections  for  services  provided  by  Fam- 
ily Physician’s  office.  Department  of  Corrections  shall  provide  all 
para-medical  personnel,  supplies,  and  equipment.  Contact:  Armond 
Start,  MD,  Corrections  Department,  3400  Eastern,  P.O.  Box  1 1443, 
Oklahoma  City,  Oklahoma  73111,  or  Call:  (405)  427-65 1 1 . 

1178-24-lB 

PHYSICIAN  NEEDED  for  resort  community  in  magnificent  sunbelt 
setting.  Enjoy  superb  golf,  tennis,  riding,  fishing,  hunting  and  all 
water  sports.  Start  with  a guaranteed  salary  and  benefit  package.  No 
investment  required  but  in  two  years , you  can  own  your  own  practice 
including  medical  and  office  equipment  and  office  furniture  pur- 
chased at  book  value.  Benefits  include  liberal  vacation.  Study  time 
with  travel  expenses  paid.  Paid  malpractice,  health,  accident,  and 
life  insurance . For  more  information , write  Don  Small , Fairfield  Bay 
Medical  (Tenter,  Box  3(X)8,  Fairfield  Bay,  Arkansas  72088,  or  Call 
toll-free  800/643-9790  or  643-9791  (in  Arkansas,  call  1-884- 
6334).  1178-22-lB 


WONDERFUL  WYOMING.  Rapidly  growing  community  in  center 
of  vast  energy  development  area  needs  physicians  in  following  areas: 
Family  Practice/General  Practice/Intemists  with  sub-specialties  in 
Cardiology/Gastroenterology/or  Pulmonary  Medicine/ENT/Uro- 
logy/Ophthalmology/Emergency  Room/Orthopedics. 

Community  located  within  60-90  minute  driving  time  of  Black 
Hills  and  Big  Horn  mountains,  providing  skiing,  fishing,  hunting,  as 
well  as  all  other  outdoor  activities.  Approximately  75  minutes  flying 
time  from  Denver  by  scheduled  air  services. 

$9.5  million  dollar  hospital  with  attached  professional  offices 
under  construction  and  scheduled  for  completion  within  next  12 
months  - excellent  environment.  Assistance  offered  to  start  practice. 
Contact:  Max  G.  Walter,  MD,  Chairman  of  the  Physician  Recruit- 
ment Committee,  Campbell  County  Memorial  Hospital,  720  West 
8th  Street,  Gillette,  Wyoming  82716.  Phone:  (307)  682- 

8811.  1178-21-2B 

PROPERTIES— FOR  SALE 

FOR  LEASE:  Space  available  in  new  professional  building  across 
from  Penrose  Community  Hospital  in  fast-growing  NE  section  of 
Colorado  Springs.  Building  will  be  completed  about  December 
1978.  For  information  contact:  Dr.  Jack  Kring,  (303)  473-821 1 or 
Dr.  Richard  Carter,  (303)  471-0520.  978-17-2B 

OFFICE  SPACE  AVAILABLE  IN  NORTHGLENN,  COLORADO 
medical  and  dental  building.  Solar  designed  building.  Competitive 
rent  schedule.  Call,  or  write:  John  Fischer,  MD,  11141  Irma  Drive, 
Northglenn,  Colorado  80233,  (303)  452-2766.  1178-2-lB 


FOR  LEASE:  760  square  foot  fully  finished  and  furnished  medical 
office  in  Rose  Medical  Plaza  to  sublet.  Call:  (303)  321-4465. 

1178-3-lB 


TO  LEASE:  PREMIUM  OFFICE  SPACE  to  be  available  Summer 
1979,  finest  location.  Fine  academic  climate.  Bozeman,  Montana. 
Write:  Leland  Stanley,  MD,  2101  1 1th,  Cody,  Wyoming  82414,  or 
Call:  (307)  587-9523.  1178-5-3B 


BOZEMAN,  MONTANA  - New  medical  office  complex  wishes  to 
rent  to  practice  of  Pediatrics  to  fill  out  the  complex  - private  practice. 
Other  space  also  available . Call  or  write  Don  Nell , Box  577 , Medical 
Arts  Center,  Bozeman,  Montana  59715  - (406)  587-5526. 

1178-12-3B 


HAVANA  PROFESSIONAL  CENTER.  1399  South  Havana.  Cus- 
tomized suites  from  800  to  5,000  square  feet.  Available  January 
1979.  2-story  brick  building,  with  elevator  service  and  ample  off- 
street  parking.  For  further  details  call:  (303)  750-2191,  Buckingham 
Realty,  Ltd.,  exclusive  leasing  agent.  11 78- 15- IB 


BEAUTIFUL  FOUR  EXAMINING  ROOMS  1032  square  feet 
M.D.  office.  Previous  occupant  relocated  out  of  this  new  building  to 
California  after  spending  over  $ 14,000  inside  office  space.  Suite  also 
contains  reception  room,  bookkeeping  area,  doctor’s  private  office, 
two  restrooms.  Substantial  off-street  parking.  Rental  rate  $8.50  per 
square  foot.  Located  in  Cedarwood  Professional  Building,  80th  and 
Sheridan,  Westminster,  Colorado.  Call:  Mr.  Richard  Bryant,  (303) 
892-5555  for  showing.  1 )78-20-IB 

MISCELLANEOUS 

FOR  SALE:  WELCH-ALLYN  FIBEROPTIC  SIGMOIDOSCOPE. 
(25  cm.)  with  all  attachments,  including  biopsy,  forceps,  and  carry- 
ing case.  Best  offer.  Call;  Dr.  Brentlinger,  (303)  333-5456. 

11 78-23- IB 
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42ND  ANNUAL  NEW  ORLEANS  MEDICAL  ASSEMBLY,  April 
27-May  I,  1979.  The  Fairmont,  New  Orleans.  Management  of 
Common  Problems  in  Office  Practice- Update.  Oliver  H.  Dabezles, 
Jr.,  MD,  Program  Director.  Accreditation:  AMA  Category  1, 
A AFP- ACEP  Category  11.  Registration  Fee:  Non-Member  Physician 
- $200;  Military  - $100;  Registered  Nurse  - $100;  Complimentary  - 
Students,  Residents,  Interns,  and  Fellows.  Scientific  and  Technical 
Exhibits.  River  Boat  cruise.  Call:  (504)  525-9930  for  further  infor- 
mation, or  write  NOGMA,  #1538  Tulane  Medical  Center,  1430 
Tulane  Avenue,  New  Orleans,  Louisiana  70112.  1178-1-3B 

FOR  SALE:  One  complete  Ritter  Treatment  Unit.  One  Ritter  Treat- 
ment Chair,  motor  driven.  One  hydraulic  chair.  One  Moorehead- 
type  Treatment  Unit.  Pictures  available  upon  request.  Give  me  your 
best  offer.  Howard  E.  Swanson,  MD,  Box  128,  Buffalo  Creek, 
Colorado  80425,  or  Call:  (303)  838-5572. 

1178-17-2B 


FOR  SALE  after  December  29,  1978,  three  examining  tables,  two 
office  desks,  microscope,  furniture,  filing  cabinets,  etc.  May  view  at 
any  time.  Cali:  (505)  445-3583,  or  Write:  Louis  M.  Pavletich,  MD, 
Box  280,  Raton,  New  Mexico  87740.  1I78-4-1B 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 

specially  made  to  fit  the  most 
difficult  cases.  An  eapert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 826-0229 
Denver,  Colorado  80202 


FOR  LEASE:  1727  Gilpin  Street.  Right  around  the  comer  from  St. 
Joseph  and  Presbyterian  Hospitals.  1500  square  foot  of  space.  For- 
merly OB/G  YN  office.  Only  $375  per  month  with  possible  lease/op- 
tion. Victorian  charm.  Newly  decorated.  Call  buttons.  Sprinkler 
system.  Muzak.  Call:  Greg:  (303)  778-0584  or  Mary  Lou:  (303) 
320-6259.  1178-25-lB 
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